A 


THE AMERICAN ACADEMY /OF PERIODONTOLOGY 
a 


VOLUME 6. 
NUMBER 1. 


THE JOURNAL 
PERIODONTOLOGY 


1935 


CONTENTS 


Page 
Periodontoclasia F. V. SIMONTON 7 
The Condition of the Alveolar Bone Underlying 


Periodontal Pockets Rupo_F KRoNFELD 


Clinical Indications for the Use of Blood 
Examinations in the Practice of Periodontia Irwin A. EpsTeIN 30 


That Saint Paul Meeting 42 


A Case of Seventh Nerve Palsy Associated with 
Gingival and Throat Inflammation and 
Fuso-Spirochetal Infection BENJAMIN TISHLER 43 


Report of a Case of Pemphigus Foliaceus Hawee WEEKs 46 


Agranulocytic Angina James A. SINCLAIR 47 


Incidents of Office Practice— 
Educating the Patient RayMOND E. JOHNSON 49 
Three Unusual Cases ArvaH S. Hopkins 


The Journal of Periodontology GracEROGERSSPALDING 53 


IXth International Dental Congress 54 


Officers and Committees 56 


New Orleans Welcome 57 
The Toothbrush 58 


In Memoriam 58 


Highlights of Next Annual Meeting A. A. P. 59 


Publication in THe JournaL or PErioponTo.ocy is not to be understood as indorsement by the Journal 
or THe AMERICAN ACADEMY OF PERIODONTOLOGY of opinions expressed in any article, abstract or 
extract. The object of publishing the various views is to present them without prejudice to the reader 
for bis own evaluation. 


| 


HE JOURNAL OF PERIODONTOLOGY is published 

to serve as the professional journal of periodontia; to keep 
dentists in touch with research being carried on in this field 
and related sciences; to stimulate greater interest in the sup- 
porting tissues of the teeth and their relation to oral and 
general health. The plan to continue the publication of 
abstracts indefinitely will make the Journal a fund of exten- 
sive information, readily available to students, teachers, 
researchers and clinicians. 


The Journal is the official organ of the American Academy 
of Periodontology and will contain therefore those papers of 
scientific interest which are presented at the annual meetings 
of that society. The proceedings of the 1934 annual meeting 
are published in this. number. The July, 1935 issue will con- 
tain the abstracts of articles on periodontia which appeared 
during the year of 1934. 
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The Salutation of the Dawn 


Listen to the exhortation of the dawn! 
Look to this day! For it is life, 
The very life of life. 
In its brief course lie all the varieties 
And realities of your existence, 
The bliss of growth, 
The glory of action, 


The splendor of beauty; 


For yesterday is but a dream, 


And tomorrow is only a vision; 
But today well lived 


Makes every yesterday a dream of happiness, 


And every tomorrow a vision of hope 
Look well therefore to this day! 
Such is the salutation of the dawn. 


—From the Sanskrit. 
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Periodontoclasia’ 
By F. V. Simonton, D. D. S. 
San Francisco, Cal. 

Y DEFINITION any pathological change or retrogression in the para- 

dentium is periodontoclasia. 

There is a variety of conditions and causative factors comprised under this 
term. With the development of research, the field of study has greatly 
broadened. There is no hope of resolving the problem into one complex with 
one specific cause. Simplicity is not to be hoped for, therefore the greatest 
clearness and precision is to be sought after. 

The terminology of periodontology has become confused with variations 
and duplications. Progress is being made in agreement on classification, but we 
are still in a stage where certain terms, while less satisfactory academically, nev- 
ertheless identify and distinguish clinical conditions effectively. Such terms 
will be given preference here, with an accepted scientific term in brackets 
following. 

Periodontoclasia or dental periclasia presents two-great types: the inflam- 
matory type (paradentitis) and the non-inflammatory type (paradentosis) . 

Each of these two types are divided horizontally into two others; one in 
which the gingiva is involved, the other involving the deeper structures. 

Inflammatory Dental Periclasia 

Inflammatory dental periclasia (paradentitis), involving the gingiva, 
(gingivitis) . | 

Gingivitis occurs most commonly as a result of stagnation. Stagnation in the 
mouth is inevitable under our civilized dietary habits, yet some mouths are 
naturally clean, while others are difficult to keep clean. 

The determining factors seem to be first, the nature of the oral fluids, and 
second the function of the mouth. 

Little of practical utility is known on the former subject. Physical varia- 
tion in the saliva may be important; viscid salivas would seem to invite stag- 
nation; a Ca-P-mucin complex may be a factor in increased precipitation; 
separate proteins and sugars are probably not contributory to accumulations of 
débris. Excretions and exudates resulting from excretion of irritating substances 
are a probable source of inspissation. 


"Presented before the American Academy of Periodontology Aug. 3, 1934, St. Paul, Minnesota. 
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At present it appears that chemical studies of saliva will not be successful 
in throwing light on this important subject of stagnation. There remains a 
clinical method of approach, to seek for significant differences in the constitu- 
tion, habits and diatheses of persons having clean and unclean mouths. This 
method has led to discoveries of the first magnitude in general medical practice 
and should never be neglected. (Witness, Semmelweis’s discovery of the cause 
of child bed fever). Another factor that should be mentioned here, is the pecu- 
liar predilection of human beings to abuse themselves: animals seem quite lacking 
in this talent. Many untoward effects in human beings are the result of habits, 
(eye troubles traceable to tobacco poisoning, skin irritations from the use of 
cosmetics, pseudo-diabetes from over-eating, acidosis from artificially increased 
fat concentration in milk). Self inflicted injury is a possibility always to hold in 


mind in seeking for the cause of lesions. 


Function as a factor in mouth hygiene presents important considerations, 
Where the alignment of teeth is normal, function cleanses the teeth; where the 
alignment is abnormal, function may provoke injury. When the tissues are 
what Gottlieb calls “well acting,” function is healthful and stimulating; when 
the tissues are poor reacting, function is a hazard. 


Alchough function cleanses the teeth to a degree, it is not adequate with 
civilized diets. We showed in a paper published in 1927' that no diet, even 
the most detergent obtainable, will promote sufficiently thorough mastication 
to prevent stagnation. Two of the experimental diets may be mentioned. One, 
the “sticky” diet, consisted of pies, milk, sugar, rice pudding, chocolate pudding, 
oatmeal, bread, butter, sardines, chocolate cream candy, cookies. On this diet, 
without use of toothbrush, the teeth appeared cleaner than on the detergent? 
diets and the bacterial growth per milligram of gingival débris (materies alba) 
was 3,730,000.—on a re-check—1,580,000. On the same diet with the use of 
the toothbrush the bacterial count was reduced to 24,300. The first detergent 
diet used, consisted of vegetable salad made from raw cabbage, celery, onions, 
lettuce and tomatoes; fruit salad made of raw apples, oranges and nuts, coffee, 
condensed milk and sugar. After a week on this diet the teeth appeared quite 
dirty—probably vegetable stain contributed—the growth of microérganisms 
was 702,000 per milligram of débris—on a re-check was 914,000. A diet was 
planned to be even more detergent. It consisted of steak, roast beef, bacon; 
vegetable salad of raw carrots, radishes, cabbage, lettuce, celery, onions, toma- 
toes; no sugar or milk in salad; zwieback; coffee, one spoonful of sugar, no 
miik. The teeth appeared cleaner than on the first detergent diet, but less clean 
than on the “sticky” diet. The bacterial growth was 1,200,000 per milligram 
of débris. When the toothbrush was used with the second detergent diet, the 
bacterial count was cut to 126,000. Thus it will be seen that a detergent diet is 
not to be compared in effectiveness in establishing cleanliness of the mouth with 
that obtainable through the use of the toothbrush. 
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The degree to which the gingival débris consists of desquamated epithelium 
and inspissated saliva and the significance of such débris is shown by the fact 
that when the patient was fed for a week through a stomach tube, the teeth at 
their necks and the gums were covered with a white scum and the bacterial 
count per milligram of débris was 10,380,q00o—on re-check—1,380,000. 

After a second period on the stomach tube it was found that the white 
scum on the gums was almost completely removed after a lunch consisting of 
two pieces of peach pie and a glass of milk. This illustrates the importance of 
disuse in sordes. It should be noted that some individuals have a tendency to 
accumulations of desquamated epithelium on the gums. The tendency has been 
observed by the author up to the present time only in Jewish people. Whether 
it has to do with racial or dietary peculiarities is unknown. 

In the dog we find function necessary to health of the gingivae as well as 
cleanliness. The following experiment illustrates: A dog was procured from the 
pound, selected by one of our research workers because of his strikingly clean 
and perfect mouth. In our laboratory he was placed on a diet planned by the 
director of studies on nutrition, perfect from a chemical and nutritive stand- 
point. He was housed in a clean new kennel. In two days the gingivae about 
the canine teeth and the lower first molars were inflamed and calculus was 
forming, stagnation present. In the pound he was on the type of makeshift diet 
one would expect, but he was with other dogs, barking and mouthing his com- 
panions in play. 

We gave this dog bones to chew on, for his diet was a pap. The gingivae 
cleared up and the calculus disappeared, but later the condition recurred. The 
dog was lonesome, his tail drooped, he looked mournful and had lost his “pep.” 

We excised a piece of the gingivus from the upper right canine tooth for 
control. It showed a degree of round cell infiltration. For a month each day, 
we cleansed the corresponding gingiva of the opposite side with moist cotton, 
keeping it perfectly clean, but carefully avoiding any frictional stimulation. 
This tissue was then excised. There was still round cell infiltration—and clinical 
evidence of inflammation as well—though less than in the control tissue. We 
then persuaded the dog to supplement our cleansing with function. A further 
piece of gingiva from a previously inflamed area showed no infiltration. Thus 
hygiene alone is not sufficient to maintain health in a dog’s gingivae. There 
should be normal function from play, barking, chewing bones and from the 
vigor of use resulting from happy spirits. 


If a patient presents gingivitis, our first attention should be directed to the 
hygiene of the mouth. We should consider the natural hygiene, whether the 
nature of the oral fluids contributes to cleanliness or stagnation. In this field 
since our knowledge is so defective, we function as detectives, and the whole 
realm of scientific and medical philosophy is relevant. Habits, use of stimulants, 
systemic conditions, may offer clues. Some people practice use of mouth washes 
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to an unusual degree, and employ irritating fluids. A patient was observed re- 
cently who had damaged his gums with constant use of hydrogen peroxide as 
a mouth wash. An illustration of the effect of systemic condition on oral 
hygiene was afforded by a study we made of rachitic children. During the 
rachitic condition, the children exude greasy moistness. Where their hands 
would rest on the arms of the dental chair, would appear wide “grease spots,” 
As the condition healed under therapy, the oral hygiene became worse. When 
cure was effected, the cleanliness of the mouth became established automatically, 
The toothbrush was not used during these studies. 


In many cases of gingivitis, regardless of the obscure factors which control 
mouth hygiene, the proper use of the toothbrush will cure the condition. 


Concerning the brushing of teeth, we may say that most brushing is futile 
and much of it harmful. We have published a method of brushing’ which 
is absolutely satisfactory in those cases in which dental periclasia has been 
established however slightly—it is less applicable to normal and young mouths, 
where the papillae fill the interproximal spaces. In this method of brushing the 
essential feature is cleansing between the teeth by forcing the bristles through 
the embrasures. The idea may be grasped by imagining fibrous food such as 
meat or corn caught between the teeth, and that we are “poking” these lodge- 
ments out with the bristles of the brush. The second step in brushing after 
the embrasures have been cleaned consists in cleaning around the necks. If we 
imagine dipping our hand in axle grease and then wiping it off with a towel, 
we will see that the finger nails would remain festooned in black. This could 
be best removed by a brush carried around the curve of the nail base with a cir- 
cular motion. Here we have an idea of the manner of cleansing the necks of 
the teeth. 


The brush may do harm in wearing the teeth at the necks and in trauma- 
tizing the gums, causing recession. Many women who are meticulous in their 
efforts at mouth hygiene, suffer from inypersensitive cementum as a result of 
such self induced injury. Extreme cases present with the gums forced back half 
the length of the roots, and the roots worn half through their thickness. 

Where the cementum is exposed, stagnation of debris, however slight in 
quantity may produce neuralgic symptoms and careful scaling is indicated and 
effective. It is often very gratifying to the patient. Periodic prophylactic treat- 
ment of all cases is desirable for the same reason, but since we have the findings 
of Gottlieb on the epithelial attachment to the crown of the teeth, we must exer- 
cise great care to avoid trauma. 

Where the alignment and the quality of the investing tissues permit we 
should inaugurate functional stimulation. People may be induced to masticate 
more vigorously, mouths may be restored so they may do so. Artificial func- 
tioning may be prescribed through chewing of the harder chewing gums or in 
selected cases by chewing unvulcanized rubber. Discretion must be used how- 
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ever, in a gradualism which will permit atrophic peridental membranes to re- 
establish normal fibrous attachments and particular care should be exercised not 
to overfunction weakened or malposed teeth. 


In studying function in reference to oral health, factors which may se 
overlooked are the degrees to which different individuals exercise their mouths 
in swallowing, masticating, grinding, masticating their tongues, speaking, mouth 
habits, etc. Any of these practices may impress deviations on the clinical picture. 

Where hygiene, stimulation and function do not eradicate the gingivitis, 
we must search further for causes. 


Frank cases of scorbutis are rare, readily recognized by general and local 
symptoms and respond to specific therapy. However the lack of general symp- 
toms does not rule out threshold cases. If the diet is deficient in vitamin C, the 
addition of this factor may complete the diagnosis. But there are further con- 
siderations; we should see that the vitamin is not inactivated as by an excess of 
alkaline ash in the diet or an acid-alkali imbalance and we should see that a suf- 
ficient amount of vitamin C is present in the diet over a long enough period 
of time. The work of Hanke, James et al’ has shown the importance of massive 
amounts of citrus fruits and the necessity of continued administration. 


A diet that is deficient in vitamin C leads to occlusion of the capillaries and 
an inadequate regeneration of new capillaries, gingivitis. 

It should be noted that lowered diffusible calcium in the blood predisposes 
to inflammation (the parathyroids regulate blood calcium). Suprarenin also acts 
on the capillaries, to maintain tone and is in turn activated by the thyroid gland. 

The requirements of different animals for vitamin C vary. It is of critical 
importance to the guinea pig; the monkey requires less, while the rat can get 
along for generations with an absence of the vitamin from the diet, probably 
elaborating it within its own body. The Eskimo does with very little, whilst 
among our own people we find a very general need for considerable amounts 
with the exception of certain individuals who require less. The need of chil- 
dren is much greater than that of adults. 


Experimental research relates deficiency in other vitamins to dental periclasia 
—and gingivitis. Mrs. Mellanby states* “A deficiency of vitamin A in the diet 
leads to hyperplasia of the subgingival epithelium and its subsequent invasion by 
pathogenic organisms.” She continues, “A deficiency of vitamin D on the other 
hand, results in defects of the alveolar bone.” Mrs. Mellanby points out the 
exceedingly important observation that the diet in early life influences later 
stages. A perfect diet in the first years may inhibit the occurrence of periodon- 
tal disease even if the diet is subsequently deficient in vitamins A and D. 

Becks’ figures pseudo-scorbutic hemorrhagic conditions in investing tissues 
of dogs on diets without cod liver oil. 

Klein’ shows that diets low in magnesium result in the rat in severe hyper- 
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trophy of the gingivae, loosening of the teeth and excessive deposits of salivary 
calculus. 

Mineral poisons such as mercury, lead, bismuth, arsenic and copper, cause 
inflammatory reactions in the gingivae. The possibility of mineral poisoning 
should not be neglected. Tetra ethyl lead, the anti-knock compound used in 
gasoline is dangerous either through absorption through the skin, or by inhala- 
tion; the commercial artist pointing his brush with his mouth may swallow 
white lead; the handling of his lunch by a painter may lead to poisoning. In 
1900 a beer poisoning epidemic occurred as a result of the use of commercial 
glucose which contained arsenic, in the preparation of beer. 

In all these cases the lesions may be mistaken for active dental periclasia long 
after the cause has disappeared. The same is true of old dormant lesions from 
Vincent’s angina. 

Concerning the etiology of Vincent’s angina there is still much discussion. 
The general opinion holds the Vincent’s organisms responsible. Becks’ presents 
the case for our present lack of proof as to the etiology. He says also, “In a healthy 
organism with a hygienically clean mouth and resistant gum tissue we never find 
gingivitis of any kind.” As to this statement, our experience differs. 

We have had experience with this condition which has never been published 
and which seems worth recording at this time. 


In the course of a series of diet experiments on dogs, we followed a routine 
of excising two upper incisors and the intervening tissues before the diet was 
started and the two opposite incisors and intervening tissue at the end of the 
experiment, in order to study the microscopic changes. 

This dog, a recent acquisition, was operated on, the condition of the mouth 
recorded as normal; two days later we examined the mouth for the records 
as routine, and found the saliva thick and stringy and much stagnation about 
the teeth. The gingivae of the lower left teeth were noticeably inflamed. At 
this stage of the examination the thought was expressed that the stagnation and 
inflammation were an interesting effect of disuse due to the trauma. But a moment 
later the dog, moving his head suddenly, struck the right side of his lower jaw 
against the examiner’s hand, and blood poured from the gums on this side. We 
took smears and cultures, and not feeling safe to identify the condition at 
that time as Vincent’s infection, since we could find no record of it in the liter- 
ature or in the experience of veterinarians or the history of dogs in other 
research kennels, we called it hemorrhagic stomatitis. This animal had a severe 
case, the lesions cutting in some places through the mucosa of the mouth to 
the jaw bone and being as long as half an inch. The organisms demonstrated by 
smear and section, were Vincent’s organisms. 

Another dog brought from the pound proved to have distemper, so we 
placed him in an outside isolation room. He had the infection too. We identified 
it the following day. Our first assumption was that his ill health : (distemper) 
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had rendered him susceptible to the Vincent’s infection, but the next victim was 
a sturdy brown female we had brought over from the zoology department when 
our kennels were first completed. She was in perfect health and had a clean 
healthy mouth, as shown by repeated routine examinations. This demonstrated 
that neither general health nor mouth cleanliness and health had anything to 
do with the Vincent’s infection. 

We now instituted rigorous measures to prevent a further spread of the 
infection, but several other dogs succumbed and one of our twelve Macacus 
monkeys, before the infection was stamped out. 


To further test the transmission, we brought one of the infected dogs, a 
brown female, from our kennels in Berkeley to the Hooper Foundation in San 
Francisco, where no evidence of the infection had ever been observed in the ex- 
perimental animals. 

A room, well away from any of the other animals was cleaned out, a wire 
cage boiled and sterilized and the female placed in it. We then got an available 
“Hooper” dog, a white male and placed him in the same cage. We swabbed 
saliva from one animal’s mouth to the other, fed them from the same dishes and 
kept them together for a week. 


At the time we placed the white male in the cage, we noticed he was 
snuffling with distemper. But he failed to infect the female with it and she 
failed to transmit her Vincent’s infection to him. We then placed the female 
with a second companion. She gave the infection to him and he subsequently 
infected a third under the same conditions. Checks were made by smears 
throughout as well as clinical studies. 


It will appear from the above, that Vincent’s infection is transmitted as 
an epidemic, but whether it attacks an individual or not has nothing to do with 
general health or mouth health or hygiene. 

In our experimental work at San Quentin we failed to get satisfactory 
results by any internal medication even when we carried administration of 
arsenicals to the limit of tolerance. Our best results have come from local treat- 
ment, “cutting” the film with tincture of green soap—a method we learned 
from Dr. A. W. Ward, and attacking the organisms with oxydizing agents. 
The treatment must be thorough and kept up for a long time,—which explains 
the many failures complained of—because thoroughness and persistence are 
not common human traits. 

We next come to a consideration of gingivitis caused by the presence of 
salivary calculus. 

Our opinion is that the dominant factor in deposit of salivary calculus is 
opportunity for stagnation. Confirmatory of this, we have found salivary 
calculus on the buccal fossae of molars in the mouths of coyotes, whose remain- 
ing teeth were as clean as the proverbial “hound’s tooth.” 

The matrix in which the calculus is deposited may be dead epithelium or 
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leptothrix or actinomyces clusters. The effect of the presence of calculus is a 
low grade gingivitis. But pockets are rarely more than a millimeter in depth, 
indicating that the deposit may be in a sense protective. 
The salivary calculus in this regard does two things: it protects the gin- 
_ gival crevice from trauma and it effects recession of the gingival crest. There 
is a very important distinction between this condition and that which prevails 
in the sulcicalcic type of dental periclasia which will be discussed later. In 
sulcicalcic dental periclasia, pocketing precedes the deposit of serumal calculus, 


In a case of generalized sulcicalcic dental periclasia described in 1927° we 
figured the slow accumulation and slow wasting away which had existed for 
half a century in the patient’s mouth. In spite of this, microscopic study showed 
the alveolar process in constructive phase to strengthen the support against extra 
oral leverage, and this building of bone occurred contiguous to inflammatory 
processes. 

Therefore we feel justified in regarding salivary calculus as an etiologic 
factor which can be readily controlled by hygiene; one of low destructive power, 
which has the capacity of protecting against deep pocket formation and actually 
seems to stimulate resistance against severe dental periclasia during the inevi- 
table vicissitudes of half a century of life. 

In further support of our view that the dominant issue in salivary calculus 
deposition is stagnation, we may cite the common observation that where one 
side of the mouth is disused we frequently find such deposits. To the objection 
that we do not always find such deposits, we must observe that in these cases 
although there may be no function on the unused teeth through lack of use— 
(habitual chewing on the other side), yet this does not preclude cleansing 
through excursions of food. 

The degree to which food effects cleansing in different mouths is a matter 
of other things besides occlusal relationship. This is evinced by cases of occlusal 
abrasion where certain abraded teeth sometimes are short of occlusion by several 
millimeters. 

A further study of gingivitis must consider anatomical anomalies, the 
variation in abundance of capillaries, and the patterns of capillary beds, the 
individual amount, and distribution of gum tissues, possible failures of develop- 
ment. An illustration in another field is the predisposition of men to baldness 
in comparison with women. Women have thicker scalps and more abundant 
scalp circulation. 

Again, we have to consider the whole gamut of lesions attributable to 
faulty dentistry. A periodic review of Black’s Special Dental Pathology will 
be beneficial to any periodontist. 

We have found cases of intense inflammation of the gum where careful 
internal washing of the tissues and recovery of the washing solution without 
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contamination has revealed no organisms—hence a non-infectious inflammation. 


Here we may have a condition belonging to the Angio neurotic edemas. 

The subject of gingivitis calls for careful and thorough consideration. Every 
effort should be made to discover the cause and stamp it out while the con- 
dition remains confined to the gingiva. After the deeper structures are involved, 
it is increasingly difficult to unravel the picture. Secondary factors obscure its 
character. The great variety of traumata to which the mouth is subject com- 
plicate the clinical patterns. 

A further possibility of eradicating gingivitis is afforded by physico- 
therapy. Our attention was drawn to the promise of the Oudin current by 
Dr. Thomas E. P. Gocher, surgical advisor of the Aetna Insurance Company, 


-and our first pilot experiments in codperation with him are promising. The 


therapeutic use of the ultra-violet light, in spite of its great importance to 
general medicine has not been generally taken up by dentists. A difficulty in 
the way of its use in the mouth seems to be lack of penetrating power. Time 
and persistence in its use by certain dentists may however lead to results. 

The distinguishing factors in the use of the Oudin current are several. The 
Oudin is essentially a high voltage-current ratio form of electricity, higher than 
the Tesla or D’Arsonval. The latter produce diathermic effects. The Oudin is 
a cold current. The therapeutic effects are not essentially diathermic although 
such may be had. Dr. Gocher has shown— (unpublished communication) that it 
has a specific effect on the sympathetic nervous system. 

Since the sympathetic nervous system controls the contracting and relaxing 
of the blood vessels, it may be expected that stimulation of the sympathetic 
system would be helpful in reestablishing circulation under the stagnant, 
“swamp-like” condition that prevails in gingivitis. 

The patient, seated in the chair, holds a rod electrode in the hand. The 
operator wears a rubber glove with two small holes cut in two fingers through 
which he can draw the electric current from the patient’s gums to ground 
through himself. By holding the fingers steadily against the gums a sedative 
effect is secured. By moving the fingers about without breaking contact with 
the gums, a stimulating affect is developed. By tapping with the fingers a 
spark can be drawn off. This will produce a counter irritating effect. By this 
method of use of the Oudin current, the electrical stimulation passes completely 
through the substance of the gums. The tissue can be thoroughly warmed 
throughout its mass. 

To recapitulate: the Oudin current is a means for treating gingivitis by 
electric stimulation, by stimulating the sympathetic nervous system and can 
be employed to produce diathermic effects as well. It renders it possible to 
secure these effects in the depths of the tissue. Its effects are not confined to the 
surface. 

Where the gingivitis has a specific causation, of course the use of the cur- 
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rent is merely symptomatic and palliative. Where, as we must not fail to take 
into consideration, a gingivitis is the remaining lesion of a cause which has 
passed (no longer operative—a transitory factor), the use of the current may be 
curative. 

Again the internal medication of the gums by means of bland and germi- 
cidal sialogogues offers promise. The most useful of these will probably be 
potassium iodide. 

Non-inflammatory Dental Periclasia 
Non-inflammatory dental periclasia (paradentosis) involving the gingivae, 
recession of the gum (ulatropia) 

This condition may result from injury, as has previously been discussed in 
reference to faulty brushing. It may represent a healed condition following 
some ephemeral cause, surgery or a treated Vincent’s infection. It may be as- 
sociated with secondary anemia. Gottlieb has shown the possibility of an appar- 
ent recession resulting from the continued eruption of the teeth. 


A non-inflammatory recession may sometimes be observed about an ex- 
truded tooth which has lost its opposing tooth. Anatomical anomalies such as 
thin alveolar bone and thin gum tissue may with slight involution change 
manifest marked recession. 


Recession as well as gingivitis is attributed also to trauma of abnormal 
occlusion. 

Finally, non-inflammatory recession may represent a pre-non-inflammatory 
dental periclasia (pre-paradentosis) . 

After the involvement has passed the gingiva, we have established a con- 
dition we think of as a true pyorrhea. 


This will present two types, the inflammatory and the non-inflammatory. 
The inflammatory type of dental periclasia may be merely an extension of 
gingivitis, aggravated by the vicious cycles established, that is, the progressive- 
ly unfavorable stress and stagnation factors. 


It is eminently possible that severe lesions, which on first thought seem too 
profound to be in the result of mere stagnation may be caused by such a factor 
augmented by the vicious cycles mentioned. An illustration is to be found in 
nature. The tremendous and awe-inspiring topography of the Grand Canyon, 
is the result of nothing more than the simple phenomenon of water trickling 
along the ground. In fact the most remarkable spectacles, such as Yellowstone 
National Park, Mammoth Cave—are the result of the simplest causes. 

Again we must not lose sight of the fact that stagnation is highly injurious 
to mucous membranes. Their health is absolutely dependent upon the constant 
passage of moisture over their surfaces. Mucous membranes lack the mechanical 
protection of skin. They are constantly contiguous to microérganisms and line 
what are veritable incubators. These organisms attack when the drainage is 
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interrupted. Witness the fatal consequences of occlusion of the urethra, the 
common result of faulty drainage of the sinuses. 

However, there is a great difference between cases of inflammatory dental 
periclasia which progress very slowly as a marginal paradentitis and those where 
the progress is deep, irregular and rapid. 

Before discussing these however, it is important to consider a very charac- 
teristic clinical type of an intermediate nature. This is a type associated with the 
presence of serumal calculus, which the author has elsewhere called the sulci- 
calcic type’. 

We find the following clinical picture: pockets two to four millimeters 
deep; serumal calculus in annular rings, vertical extensions rootwise lacking; pus 
common; gingivae, hypertrophic, edematous, frequently livid. This type of 
dental periclasia is found to be strikingly associated with the mouths of Latins 
and Orientals. The etiology is in part accounted for by lack of hygiene and 
stagnation. The ultimate cause is unknown. From a practical standpoint, the 
condition is one of those most amenable to local treatment and one in which 
most dramatic and gratifying results are obtained. 


Several points are of great interest. The racial grouping postulates that its 
cause lies in some difference between the character or habits of the races in- 
volved and other races. A method based on such differentiation is one of the 
most fruitful in practical etiologic research. (Witness, the discovery of the 
cause of child bed fever, scorbutis, beri-beri.) 


Deep extensions may progress by way of the pericementa or the bone 
marrow. What determines the choice of progress is unknown. The author’s 
specimens show that an atrophic condition of the pericementum such as Kron- 
feld® has figured in relation to disuse atrophy does not predispose. Specimens 
show the inflammation invading the bone marrow in such cases in preference to 
the pericementa. Other cases show the pericementa invaded and the bone marrow 
well preserved. 

The thought naturally occurs, that bone pathology such as we consider 
under paradentoses is a complicating factor. Unfortunately, we cannot be sure 
of clinical distinctions between these avenues of progress for such data as the 
radiograph would afford would be obscured by the more veer manifestation 
of stress factors. 

However the microscope affords us knowledge of the distinction; and oc- 
casionally the radiograph reveals it. 

We now come to a consideration of the non-inflammatory dental periclasias. 
Stress has been placed on the term non-inflammatory instead of the more proper 
term paradentosis, because the former at once without possibility of mistake, 
directs our thought to its most illuminating clinical character. 

In the past, dental periclasia has been thought of as an inflammatory com- 
plex. This is most natural for inflammations are the most common and most 
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evident symptoms and, in man, they are very frequently superimposed over 
initial lesions of another sort. 

In fact so intent has the thought of the profession been upon the inflam- 
matory symptoms, that the author has experienced great difficulty in the past 
in persuading many dentists to admit there was such an entity as non-inflam- 
matory dental periclasia. 


However this question no longer requires debate, which is very fortunate 
for the non-inflammatory dental periclasia, though less common than the other, 
is more severe and less amenable to treatment. Its etiology is more obscure and 


the possibility of symptomatic treatment, scanty. 


In a search for causes of non-inflammatory dental periclasias (paradentosis) 
it is important to differentiate as far as we may clinical and microscopic species 
which may have different origins. 


We can distinguish a horizontal atrophy and a diffuse atrophy. These 
fortunately, are easily differentiated by the radiograph. 

We can also distinguish an osteoporosis by the radiograph. Becks’ work, 
associates osteoporosis with lack of cod liver oil in the diet of the dog. He finds 
a generalized osteitis fibrosa with pseudotumers and cysts in dogs on a low 
calcium diet. The work referred to, was with young animals. Dr. Martha Jones 
and the author” on the basis of Dr. Jones’ studies of puppies on alkaline diets, 
set themselves the task of inducing selectively in the adult dog, a paradentosis of 
the human type. Adult dogs were selected because paradentosis is essentially an 
adult disease. We hoped to secure an effect localized to the alveolar process and not 
manifest in the skeletal bones because we find such localization characteristic of 
human paradentosis. 

A non-inflammatory dental periclasia (paradentosis) was induced in a 
number of three year, healthy dogs. The microscopic picture resembled diffuse 
atrophy as figured by Gottlieb; there was resorption of the crests of the alveolar 
septa, osteoporosis, widening of the tooth sockets crownwise and resorptions of 
cementum. Most notable was the reversal of these microscopic findings by a 
change in the reaction of the diet to the acid side. Tissue from the same animals 
now showed rebuilding of all the periodontal tissues. 

In application of these studies to human cases, we required the patient to 
submit a list of all food items and their quantities eaten through a period of one 
week. The reaction could be computed from such lists and check made for 
other essential items. 

Inexpensive outfits may be secured for testing the hydrogen ion concen- 
tration of the urine, which can be used by the patient. 

Following these experimental findings a series of nutritional studies were 
made at San Quentin prison. Extremely careful examinations were made of the 
mouths of fifteen men, including radiographs taken under standard conditions 
with a device” which makes it possible to reproduce identical exposures at will. 
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In a year’s time on acid and alkaline diets, it was impossible to detect 
changes such as our work on dogs led us to expect. There are several reasons 
which might account for this. One is, that such changes might have been found 
microscopically had it been possible to obtain biopsy specimens, but since it 
requires a 15% demineralization to give discernible indications in the radio- 
graph, the available methods were not sufficiently delicate to detect the change. 
Another explanation might be advanced on the basis that the results in dog and 
man are not comparable. This view as a generalization is not justifiable as long 
as serological inter-reactions between the animal forms and man are possible. 

Again, in opposition to the pessimism sometimes exhibited toward animal 
experimentation it may be said that the difference in reaction for example 
between the guinea pig and rat, to vitamin C deficiency, is no greater than that 
which may exist between two human individuals. An example of this is found 


in pernicious anemia where one person can produce in his stomach an entity - 


which must be supplied to another through liver. (Minot and Castle.) 

But practical reasons reoriented us to animal work, reports from the results 
of which have been published by Becks and Weber”. 

We felt that if a year’s time would not suffice to produce gross changes i in the 
human, it would not be feasible to continue rigid diets for a longer period. The 
great help of having biopsy material at will, also determined us to return to 
animals 


The control of the dietary reaction of patients through selection of items 
of food, unless such control conforms with a natural selection or an acceptable 
one is difficult to accomplish. A simpler way is to alter the reaction directly 
through prescription of acid or base. For this we have found Upjohn’s prepara- 
tions convenient. 


In any event, prolonged control of diet is a difficult matter. However it 
constitutes a weapon and any weapon is important in combating so refractory 
and obscure a condition as diffuse atrophy. 

The Gottlieb school has disclosed a second possible etiologic factor, hypo- 
thyroidism. Becks, Boyens, Reynolds and others have gone further to substan- 
tiate this hypothesis and to involve the parathyroids. It seems that this search 
may prove fruitful. It is important to bear in mind that here as in other 
problems in dental periclasia, we are concerned with threshold symptoms. Rey- 
nold’s diagnosis which interprets basal metabolism, presumably within normal 
limits, as only one factor together with dry skin, loss of hair, menstrual irregularity 
in woman—is the type of diagnosis most necessary to our field. 

We should bear in mind also, the possibility of calcium deficiency. Sher- 
man has shown that 15 % of the American dietary is deficient in this element. 

The calcium-phosphorus ratio may also be a factor. Experimental work 
that is well known has demonstrated its importance. 

Any systemic condition may be suspected in a search for etiologic factors, 
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especially derangement of the gastro-intestinal tract and of the emunctories, 
However stress must be laid on the fact that systemic relationships until estab- 
lished are mere hypotheses or intelligent guesses. They must be critically studied, 
for we have an abundance of evidence of healthy oral conditions in a great variety 
of systemic diseases. 

But to guard against exaggerated pessimism and lack of perseverence, we 
should always consider whether in such a case the systemic condition has been 
long enough established, whether local exciting factors may not be missing, 
whether in additional form or protection may not be present in the individual 
to prevent results that would occur in another—and in those cases where we find 
profound dental periclasia and the patient is reported in normal health we 
should ascertain if the medical examination has been sufficiently detailed and 
should consider whether the lesions might not be the result of an earlier con- 
dition no longer active. 


A word concerning clinical classification. Clinical classification does not 
differ essentially from microscopic classification. One helps the other. In either 
case, the effort is to find objective patterns for which causes are to be sought. 
It is just as scientific for the clinician to distinguish a clear cut clinical picture 
and study its cause as it is for an histologist to decipher a microscopic picture 
and endeavor to reproduce it. 

In many cases it is impossible for the clinician to make a microscopic diag- 
nosis, for biopsy may not be justified. In that case he must depend on clinical 
classification, thinking however in terms of histological knowledge. 

Amongst those conditions that can not be diagnosed clinically is the exten- 
sion of the epithelial attachment along the root of the tooth. Yet this is a phe- 
nomenon which undoubtedly leads to pathologic sequelae. Gottlieb has sug- 
gested that it is related to the vitality of the cementum, a clue which unfor- 
tunately is not applicable to treatment. 

We have found extreme extension of epithelium in one autopsy specimen 
of pernicious anemia. , 

In reference to the growth of epithelium along the root we are inclined to 
agree with Becks that continued progress is not a normal involution change. 
The limitation may be associated with the change from a laminated to a corpus- 
cular cementum. Some extension however is certainly normal. We have found 
it not only in mammals but in a marsupial, the opposum. 

In all of our studies of dental periclasia it is necessary to determine the rate 
of progress and to distinguish dormant from active cases. To do this careful 
examinations and records must be made at suitable intervals. We have found 
cases where the tissues seemed normal, yet in six months, considerable lesions 
would develop. Examination of advanced cases at the same intervals have 
shown no appreciable progress. Thus the dental periclasia may be more serious 
in an apparently normal mouth than in one which appears to be more involved. 
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To illustrate, a man with rapidly progressing tuberculosis and no immediate 
lesion, may be in a more grave state than one who has lost a lung but in whom 
the disease is quiescent. 

A neglected phase of periodontology is the question of systemic involve- 
ment from the dental periclasia as a focus. 


Two methods have been suggested for objectively demonstrating such in- 
volvement: by Dr. H. G. Marquez, the Schilling blood test. Preliminary experi- 
ments justify a continued application of this method. The other method is that 
of Dr. T. A. Brombach, the comparison of visual color fields. A great mass of 
data have been gathered in this field and the correlations have been significant. 
450 SuTTER BLpe. 
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Announcement 


The twenty-second annual meeting 
of the American Academy of Perio- 
dontology will be held in the St. 
Charles Hotel, New Orleans, La., 
October 31, November 1 and 2, 1935. 


a 
- 
y 
1 
r 
|| | 
q 
| q 
1 
4 
in} 
| 
e 
$ 
4 


The Condition of the Alveolar Bone Underlying 
Periodontal Pockets’ 
By Rupo.r Kronre M. D., D. D. S. 
Chicago 

HE PURPOSE of this study was to determine what changes take place 
in the bone tissue of human teeth with deep pyorrhea pockets. The neces- 
sity for ascertaining more accurate knowledge on this subject is evidenced by 
the various, more or less vague expressions, such as absorption, decalcification, 
dissolution, or necrosis of the bone, which are used in dental parlance and in the 
diagnosis of roentgenographic findings. 

The material for this investigation was histologic sections through pieces 
of human jaws, which were obtained fresh from autopsies. In such specimens the 
undistorted relationship between tooth and investing structures is well pre- 
served, and the actual condition of the bone can be determined by high power 
examination. Fourteen pockets of more than 5 mm. depth were studied in the 
jaw material of our Research Department; the microscopic findings in these 
pockets were uniform, so that it suffices here to illustrate only two character- 
istic specimens. The conclusions at the end of this paper are drawn from the 
evidence obtained from all of the material. 

Fig. fr shows a buccolingual section through an upper central incisor of a 
man of 55 years who died of heart disease. The tooth is moderately worn, but 
otherwise intact, A considerable amount of secondary dentin has been formed 
in the pulp chamber. The oral hygiene of this man was apparently very poor, as 
indicated by the presence of soft and hard deposits on all teeth. 

On the lingual side of the root a pocket of about 7 mm. depth is present. Like 
many pockets of its kind it is wider near the bottom than near the gingival 
margin. The cementum surface is covered by deposits. The pocket epithelium 
has undergone extensive inflammatory changes; it is broken up into irregular 
masses of epithelial tissue proliferating into the subepithelial connective tissue. 

The bone of the lingual alveolar crest is separated from the surface of the 
pocket by a layer of infiltrated connective tissue of a rather uniform thickness 
of 1.5 mm. Under lower power magnification the bone trabeculae of the alveo- 
lar crest present a rough, irregular contour. A higher magnification of the bone 
near the bottom of the crevice (Fig. 2) reveals that the bone is densely beset 
with osteoclasts (bone resorbing giant cells) ; these cells are not only found on 
the side of the trabeculae facing the pocket but also on the walls of slightly 
more distant marrow spaces (Fig. 2, Re). In a still higher magnification of the 
area of bone resorption (Fig. 3), the osteoclasts can be seen lying in the typical 
*Read before the American Academy of Periodontology, St. Paul, Minnesota, August 3, 1934. 

re = owt Department of the Chicago College of Dental Surgery, Dental Department of Loyola 
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depressions (Howship’s lacunae) of the bone surface; the remaining bone is 
normal. The connective tissue adjacent to the bone shows dense infiltration with 
inflammatory round cells of the polyblast type, particularly around the blood 


vessels. 


Another location of a pyorrhea pocket is shown in Fig. 4. This specimen 
illustrates the condition between the lower second and third molar of an indi- 
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Fic. 1—Buccolingual section through upper central incisor. Age, 55 years. P, periodontal 
pocket of 7 mm. depth on lingual side of root; R, resorption of lingual alveolar bone crest; 
SD, secondary dentin in pulp chamber. 
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Fic. 2—Higher magnification of bottom of pocket in Fig. 1. C, cementum; P, bottom of 
pocket; E, inflammatory epithelial proliferation; I, infiltrated connective tissue between 
pocket and bone; R,, resorption of bone adjacent to the inflamed connective tissue; Ry, 
resorption of bone on the wall of a marrow space; M, marrow space; PM, periodontal 
membrane; B, bone lamellae. 
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vidual of 16 years. The third molar is only partly erupted; it is inclined mesially, 
and there is a pocket of about 6 mm. depth on the mesial side of the tooth. 
The alveolar crest appears to be cut off on a slanting line: alongside the second 
molar the alveolar bone extends considerably higher than along the third 
molar. The bone of the alveolar crest shows extensive osteoclastic activity; the 
line of resorption follows exactly the outline of the pocket. Between bone and 
pocket there is a layer of fibrous connective tissue of 1.5 to 2 mm. in thickness. 


Fic. 3—High magnification of area R, in Fig. 2. B, normal bone of the adult type with 
living bone cells; OC, osteoclasts lying in Howship’s lacunae on the bone surface; CT, 
fibrous connective tissue; I, perivascular infiltration (polyblasts) ; M, bone marrow. 
Summary of Microscopic Findings 

The microscopic examination of a number of serial histologic sections 
through fourteen human teeth with deep periodontal pockets, of which two are 
illustrated in this paper, revealed the following essential findings: 

The depth of the pockets varied from 5 to 8 mm. 


In every instance the pocket epithelium was ulcerated and broken up into 
small islands of epithelial cells. 
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Beneath the epithelium there was found a layer of connective tissue of 1.5 
to 2 mm. thickness. This connective tissue shows a varying amount of inflam- 
matory round cell 
infiltration; the 
intensity of the 
inflammation is 
greatest directly 
beneath the epi- 
thelium and _ least 
near the bone. 

The alveolar 
bone beneath the 
pocket is in a state 
of active  osteo- 
clastic resorption; 
numerous osteo- 
clasts are found on 
the bone trabe- 
culae directly be- 
neath the connec- 
tive tissue as well 
as in the slightly 
deeper marrow 
spaces. 

The general dis- 
tribution of the 
resorptive process 
follows a plane 
parallel to the wall 


of the pocket. The 
Fic. 4—Mesiodistal section through interdental bone septum : 
between lower second and third molar. Age, 16 years. The distance between 
roentgenograph of this area is inserted in the upper right the bone and the 
corner. 7, second molar; 8, third molar; P. pocket on mesial money 3 f th 
side of third oo R, line of a. resorption running lining or the 
parallel to the wall of the pocket; CT, connective tissue : m I 
between bone and wall of pocket. P ocket is fro 

to 2 mm. 


Critical Discussion of Various Bone Changes 
A. Bone Resorption (Absorption). The only changes found in the alveolar 
bone in the vicinity of pyorrhea pockets are those of osteoclastic resorption. 
The term absorption which, in the past, has been used for this process is obsolete 
and should no longer be applied in this connection. 


All of the histologic characteristics of bone resorption could clearly be 
observed in our specimens. The presence of large irregular multinucleated cells 
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(osteoclasts), lying in Howship’s lacunae on the bone surface, is the main 
histologic characteristic of resorption (Fig. 3, OC). The bone itself which is 
attacked by resorption is histologically oneal, well formed, and well calcified 
cancellous bone. By this process of resorption some bone trabeculae are entirely 
eliminated and others are thinned; thus the total amount of bone is diminished, 
but the structure and composition of the remaining bone substance is not 
altered. 

Roentgenographically the process of resorption of the alveolar bone is 
recognized in two ways: by a reduction of the height of the alveolar crest and 
by a reduction of the radiopacity of the remaining bone. The first phenomenon, 
the diminished height of the alveolar process in the area of a periodontal 
pocket, can easily be understood from a study of the photomicrographs, figures 
1 to 3: at the same rate at which the inflammation of the soft tissues spreads 
rootwise and the pocket deepens, the bone crest is resorbed, the bone resorption 
always being 1 or 2 mm. ahead of the actual pocket. The second roentgeno- 
graphic phenomenon, the decrease in the density of the remaining deeper bone, 
is caused ‘by the decrease in the thickness of the individual bone trabeculae by 
resorption more distant from the pocket. For reasons already stated the term, 
decalcification of bone, for this process is not correct, since the remaining bone 
is not in any way altered or decalcified; it is simply a reduction of the total 
amount of otherwise normal spongy bone, caused by osteoclastic resorption. 

B. Decalcification of Bone (Osteolysis, Halisteresis). The term decalcifica- 
tion implies a reversal of the process by which bone is normally formed. Bone 
is deposited first as an organic, soft matrix, which subsequently becomes calci- 
fied. Decalcification would then mean that the calcium salts are withdrawn 
from the bone, leaving the matrix behind, as opposed to resorption by which 
both calcium salts and matrix are removed simultaneously. 

Decaleification of the bone is observed only upon rare occasions. The best 
known example of it is the pathologic changes in osteomalacia, a severe and 
generalized bone disease which deprives the bones of their lime salts, leaving 
behind large amounts of soft uncalcified bone matrix (osteoid). 

In pyorrhea a true process of decalcification or halisteresis of the human 
alveolar bone has never been demonstrated; whenever in the past such findings 
have been reported, they were later proved to be erroneous and to be caused by 
a misinterpretation of the newly formed, not yet calcified bone as “decalcified” 
bone. All the evidence gathered thus far indicates that the alveolar bone beneath 
a periodontal pocket, or in fact beneath any more extensive superficial inflam- 
mation, is removed by osteoclastic resorption; therefore, the term decalcification 
in such cases is incorrect and misleading. 

C. Bone Necrosis. The term necrosis implies that bone has died en masse; 
the structure of the bone generally remains intact, but the bone loses its con- 
nection with its periosteum and its nourishing vessels and becomes a dead body 
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denuded of soft tissues. The bone cells in this bone have died and are disinte- 
grated; the bone lacunae are empty or contain decomposed cell remnants. Such 
bone, in the vast majority of cases, is infected and lies in an abscess cavity, 
Necrotic bone is resorbed very slowly, if at all; rather it is eliminated as a whole, 
after the osteoclasts acting upon the still living bone in the periphery of the 
dead bone have finished the process of demarcation and have separated the liv- 
ing from the dead bone. This process is well known in chronic osteomyelitis 
with sequestrum formation. 


In cases of pyorrhea pockets such a process of bone necrosis does not take 
place. The bone near the bottom of a pocket is not denuded nor detached from 
its periosteum; nor is there a typical line of demarcation between living and 
dead bone. Clinically it is always possible in case of bone necrosis (chronic 
osteomyelitis) to reach dead denuded bone with a probe without producing 
pain or hemorrhage; in pyorrhea bone is not exposed, and it is possible to reach 
the alveolar bone with an explorer only after the overlying soft tissues have been 
severed. For this reason the term, necrotic bone, should not be used in con- 
nection with pyorrhea treatment unless the existence of such necrotic bone is 
established beyond doubt. The alveolar bone in case of pyorrhea is inflamed; 
it is in a state of osteitis with extensive osteoclastic resorption, but it is cer- 
tainly not necrotic. 

Incidentally it might be added that if the alveolar bone in cases of pyorrhea 
were actually necrotic, any form of radical surgery would be strictly contra- 
indicated. No modern surgeon would attack a case of chronic osteomyelitis of 
the jaw bone with saws, chisels, or files, but would wait patiently until the 
osteoclasts had done their microscopic work of separating living from dead 
bone. The latter forms a loose sequestrum which can be easily removed with 
hardly any hemorrhage or tissue injury. 

D. Bone Regeneration. The process of bone resorption may be replaced at 
any time by new bone formation, providing that the etiologic factor for resorp- 
tion has ceased to act and providing the organism is capable of instituting 
reparative changes. 

Applying this principle to the bone beneath a suppurating pocket, it is 
certainly possible for the bone to regenerate after the cause of the bone destruc- 
tion, namely, the progressive inflammation of the overlying tissues, has been 
eliminated. This has been demonstrated clinically beyond any doubt. To what 
extent bone regeneration will take place in such a case depends, among other 
things, upon the amount of soft tissue attachment that has remained after 
the inflammation has subsided. As the writer has already pointed out several 
times (see Journal of Periodontology, Vol. IV, No. 1, p. 11) bone may be 
extensively destroyed, although there is still considerable soft tissue attach- 
ment present; in other cases bone destruction may be followed very closely by a 
detachment of the soft tissues from the root surface (Fig. 4 of this article). In 
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the first case the chances for bone regeneration may be considered favorable, ' ‘ie 
in the latter doubtful or nil. The clinical prognosis as to the possibility of bone a 
regeneration is therefore controlled largely by the findings with the explorer 4 HE i 
which tells how much soft tissue attachment is still present in a given area of a) i 
root surface and not by the roentgenogram which reveals only the level of the ie ' 
bone. 
Conclusions ip ‘| 
The alveolar bone adjacent to pyorrhea pockets is destroyed by osteoclastic fe 
resorption. This resorptive process takes place not only on the bone surface fet 
adjacent to the inflammatory process in the pocket, but also on the deeper bone a a 
trabeculae; thus the height of the bone is diminished and the roentgenographic ‘ ei ; 
density of the remaining bone is decreased. Neither bone decalcification nor cal. 
bone necrosis could be found in the specimens examined. at 
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Clinical Indications for the Use of Blood Examinations 
in the Practice of Periodontia’‘ 
By Irwin A. Epstemn, D. D. S., St. Paul, Minn. 


N A PREVIOUS occasion the privilege was extended to me to discuss 

with you the general features of the origin, relation and functions of 
blood cells. I would like to review this briefly before going to the material 
designated by the title above because it leads to a clearer understanding of it. 
Blood cells are primarily tissue cells which originate in the tissues and function 
largely in the tissues using the blood stream as one means of transportation. 
These cells are found distributed throughout the myeloid, lymphatic and retic- 
ulo-endothelial (?) systems and give rise to megakaryocytes, lymphocytes, 
erythocytes, and leukocytes. Many hematologists believe that there can be 
found in the blood forming tissues a polyvalent parent type cell, or closely 
related cell or its equivalent, which has potentialities of differentiating into any 
of the various types of blood cells. From these stem cells all the varieties of 
blood cells arise and pass through definite stages of maturation until they are 
ready for introduction into the blood stream. 


The blood picture as found in the peripheral blood stream is the resultant 
expression of the combined activities of the hematopoietic system; in other 
words, what we find in the blood stream is largely the indication of what is 
going on in the blood forming tissues. The cells which circulate in normal blood 
are adult forms of their type, and are found in numbers which stay within cer- 
tain limits for each type. To what extent this normal formula (differential count) 
remains uniform depends on the nicety of balance in formation of cells by the 
blood forming tissues, and subsequently their introduction and removal from 
the circulation. Normally, this cycle is completed at a rate which enables this 
balance to be maintained with a fairly constant degree of stability. Stimulation, 
as the result of increased functional demand to any part of these systems, can 
increase or suppress their activities, this depending on the intensity of the 
stimulus. This may result in a change in the peripheral blood stream of the absolute 
number of cells, alter the usual proportion of different types of cell or produce 
changes in their structure. If the exciting agent is of such a degree as to stimulate 
these activities, the result will be an added production or an increase in the 
absolute number of cells (i. e. leucocytosis), or will increase the relative propor- 
tion of one or more types of cells (i. e. neutrophilia, lymphocytosis). The same 
stimulant of different intensity might suppress the activities causing a decrease 
in the absolute number of cells (leucopenia) or a decrease in one or more 
types of cells to alter the relative proportion (neutropenia). Carried to an 
extreme degree, the outcome can be exhaustion of the blood forming organs, at 
which point they are not capable of functioning sufficiently to support life. 


1Read before the American Academy of Periodontology, St. Paul, Minn., Aug. 4, 1934. 
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The evidence which has been presented by those who have studied agranulocy- 
tosis dramatically confirms the accuracy and completeness of those few preced- 
ing sentences which I wrote in 1927 on the theory of the blood picture. 

Coincident with the above-mentioned changes, the cells themselves may 
exhibit evidence of (1) increased functional activity (increase in cytoplasm, 
appearance of vacoules, increase in nuclear lobulation); (2) normal regenera- 
tion (immaturity); (3) pathologic regeneration (cell structure indicating 
misdirected development); (4) degeneration (coalescing of the chromation in 
the nucleus, causing a blurring in the nuclear pattern, fusion of nuclear seg- 
ments, pyknosis of the nucleus, development of granule-free spaces, alteration 
of size, shape, number, staining reaction and distribution of granules; altera- 
tion in size and shape of cells, change in position of the nucleus in the cyto- 
plasm, and fragmentation of cells. . 

Blood cells function in the processes of nutrition, excretion, respiration and 
in the defense mechanism of the organism thereby bearing an intimate relation- 
‘ship to the well being of all of the tissue in the body. It follows that anything 
that affects the tissues will affect the blood and conversely anything that affects 
the blood will affect the tissues. This actually occurs under a large variety of 
conditions. Climate, geographic location, condition of metabolism, disease, 
blood pressure, vaso-motor activities which cause uneven distribution of the 
cells between the various vascular beds, characteristic tidal rhythms, intense cool- 
ing and heating, sudden change from a recumbent to an upright position, muscular 
exercise and increased heart activity, digestion of food, occupation, constitution, 
manner of life, age, time of day, altitude, seasons, sex, menstruation, technic, 
personal equation and onset of death are among the possible causes which have 
been investigated. 

Studies of these qualitative alterations in the blood cells together with 
records of changes in their proportions and total numbers have provided valu- 
able aids in the practice of surgery and medicine, limited, of course, as is every 
diagnostic procedure, to be used as a link in a chain of evidence seldom alone. 
It is the purpose of this paper to call attention to the clinical indications which 
suggest the use of blood examinations in the practice of periodontia. There are 
many abnormal mouth conditions which are indirectly or directly associated 
with systemic diseases that are frequently seen by dentists before the patient or 
his physician is aware of such a condition and in which the circulatory blood 
is so altered that examination of it will aid in determining the status of the 
disease. Most of these conditions require careful periodontal management in 
order to eliminate unwarranted procedures which lead to embarrassment. 

The most common condition revealed by a blood examination is a lowered 
total red cell count and a corresponding lessened hemoglobin value, or anemia. 
This may vary from a slight reduction to a diminution of rather marked degree 
in the patient who comes to the dental office. The outstanding characteristic, in 
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general, is pallor. How far one is justified in diagnosing anemia solely from the 
presence of pallor is debatable (for it is well known that an individual may 
have anemia and no pallor and another have pallor without anemia), however, 
rarely does a person have anemia with normal color of the mucous membranes, 
Pallor may be noted also in the skin, lips, conjunctivae and finger tips by a pink- 
ness that is different from the normal. In the mouth the change of color is most 
evident in the alveolar mucosa overlying the front teeth and the mucosa of the 
palate. It varies from the normal translucent pinkness, through a lighter shade 
of flat pink to a milky, whitish pink shade when the hemoglobin is markedly 
reduced. 


The alteration in color may or may not be associated with changes in form 
and contour of the marginal gingivae. Not infrequently a slight tinge of yellow 
may be seen. Such alteration in color should immediately arouse the suspicion of 
the dentist as to the possible cause. In a great many indoor workers and delicate 
persons, the red cells count may be found to be around 4,000,000 cells per 
cubic millimeter, with a hemoglobin value of approximately 75 per cent during 
health. Such values need but passing consideration, but values below these 
warrant further attention. Patients should be questioned concerning their gen- 
eral physical welfare. Many of them will complain of tiring easily after exer- 
tion. A history should be taken before doing any surgical procedure in these 
cases to determine whether there is a tendency to bleed from minor causes. 

Secondary anemia has been shown to be due to such causes as (1) loss of 
blood by hemorrhage: (2) suppression of the bone marrow activity by im- 
proper nourishment, unfavorable surroundings, toxic conditions and severe 
sepsis; (3) actual blood destruction by toxins and parasites, and (4) diseases of 
the blood-forming organs. 


The blood findings in cases of secondary anemia show typically a lowered 
red cell count and a lowered hemoglobin reading. If the demand on the blood 
forming apparatus is sufficiently great, some cells will be put into circulation 
before they have matured, and these signs of mormal regeneration will be seen 
as cells which vary in size (anisocytosis), some with only part of the full 
amount of hemo lobin and with some of the blue spongioplasm remaining 
(polychromatophi'ia), and some with nuclear remains in them (nuclei and 
Jolly bodies). Many of the cells will appear pale (hypochromasia). When the 
process becomes severely toxic signs of pathologic regeneration and degenera- 
tion of the red cells can be seen in addition to the normal regenerative signs. 
Cells which are not typically round but are oval, pear-shaped, elongated, bur- 
like and distorted in other ways, may be seen (poikilocytosis). Basophilic stip- 
pling and nuclei with buds are frequently found, and if the toxicity is great 
enough, sometimes cells which are embryonic in character (megaloblasts), may 
be seen. Ample evidence can be found among published case reports that infec- 
tion in the dental area is a causative factor in the production of secondary 
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anemia and some cases show this to a marked degree. Periodontal infection 
should be eliminated in cases of secondary anemia and until the status of pulp- 
less teeth is determined, teeth with pulp canal fillings are to be regarded as 
potential menaces and possible contributing factors in reducing general resist- 
ance, and hence are to be condemned. Areas of residual infection in edentulous 


spaces should be looked for as they are easily overlooked. 


The eradication of the pyorrhea pocket, by either conservative or radical 
methods, has met with varying degrees of success in these cases. Many cases 
with low blood counts apparently respond to treatment readily, while others 
are retarded. The outstanding precaution here is to avoid the undue loss of 
blood following either extensive scaling or any other minor oral surgical opera- 
tion, until the experience of the first sitting has been gained; at which time, 
little should be done. 

Pernicious anemia is classified among the primary anemias, or conditions 
in which the anemia is the disease itself. Convincing evidence as to the actual 
cause is offered by several dissenting groups. By definition, “Pernicious anemia 
is a disease of unknown etiology, showing a characteristic triad of changes in 
the digestive, blood and nervous systems and progressing, usually by remissions, 
to a fatal termination.” The mouth syndrome associated with pernicious anemia, 
when present, is one that should escape few dentists. The mucous membrane 
is pale and sometimes is riddled with small areas of petechial hemorrhage. There 
may or may not be a manifestation of gingivitis. A recurrent soreness of the 
mouth and tongue aot infrequently attends the disease. The tongue is extremely 
tender to heated or spicy foods and swallowing may be painful. Patients com- 
plain that the tongue feels “raw.” The tongue may be quite reddened or may 
be anemic looking. This is not the usual glossitis that commonly accompanies 
other diseases, but an atrophic glossitis quite distinct from them. The papillae 
are uniformly wasted and shrunken so that the tongue has a generally smooth 
and atrophic appearance. This condition is especially well seen at the sides of 
the ongue, and because of it, the tongue is practically never coated in perni- 
cious anemia. 

I am indebted to Dr. Ulrich of the School of Medicine of Minnesota Uni- 
versity for the “tongue blade test” for atrophy of the papillae of the tongue. 
Frequently, a tongue will appear to resemble the bald tongue of pernicious 
anemia. A quick stroke with the edge of a tongue blade along the side of the 
tongue will cause the papillae to stand out clearly unless they have atrophied. 
Needless to say, all cases do not show this condition of the tongue in the 
early stages of the disease. Blood findings with the characteristic neutrophil of 
pernicious anemia, neurologic findings, gastric symptoms or mouth lesions may 
be among the first manifestations of the disease to be noticed. Any of these may 
appear first. 

The blood picture is of diagnostic importance. The changes include: 
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erythropenia, hyperchromasia, polychromasia, anisocytosis, nucleated red cells, 
basophilic stippling, budded nuclei, poikilocytes, megaloblasts, megalocytes, 
relative lymphocytosis, with many degenerating lymphocytes, suppression of the 
neutrophils, characteristic neutrophils, altered monocytes and a hemoglobin 
index above 1. 


The dental management of cases of pernicious anemia presents several 
interesting phases. In the literature, it has been claimed by many authors that 
oral sepsis can be listed among the possible causes of the disease. Careful work 
has shown that such is not the case. The feature which makes oral sepsis of seri- 
ous consequence in pernicious anemia is the presence of lesions caused by specific 
organisms which allow of absorption of these organisms and their toxic prod- 
ucts. These toxins inhibit blood formation as can be seen in the anemia of any 
septic condition. Septic processes tend to depress the activity of the red marrow 
and it is therefore necessary to remove any septic focus as soon as possible, con- 
sequently the presence of oral sepsis assumes importance when there is need for 
rapid blood regeneration to make up for the hemolysis that takes place in the 
disease under consideration. Ward says, “There is a great tendency to put off 
operations for the removal of septic foci until the patient is a little stronger. 
It is much better to let the patient lose a little blood from a tooth socket than 
to let him keep his septic focus.” 

With the present advance in the general treatment of pernicious anemia, 
few occasions will arise in which it will be necessary to remove teeth while the 
total red count and hemoglobin count are extremely low. Of course, in these 
cases, caution must be taken to prevent further loss of blood .2fter extraction. 
I have removed teeth, in one instance, with procain in which the hemoglobin 
was 20 per cent and the red cell count 1,000,000 cells per cubic millimeter, 
with loss of little blood, while in others having higher blood values, consider- 
able bleeding followed. 

The treatment of periodontal lesions may be retarded because of lowered 
resistance of the gums. The attempt at saving teeth with moderate or advanced 
pyorrhea is commonly not successful even with the best of codperation on the 
part of the patient as to home care. Some cases do not respond well. Extensive 
bridgework and partial restorations are more likely to produce gingival lesions 
and fail in a short time because of this altered resistance. The disease runs its 
course in cycles, and there are times during which the patient is apparently free 
from any signs of the disease. These remissions may last from only a short time 
to a considerable number of years. The glossitis of pernicious anemia frequently 
persists during all but the most complete remissions, and exacerbation of gloss- 
itis may be the signal of a relapse. The atrophied appearance of the tongue 
remains. Any persistent glossitis which is not due to any demonstrable local irri- 
tation strongly indicates a blood examination. 


A blood examination including a qualitative red cell count, total red cell 
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count, hemoglobin determination and bleeding and clotting time is indicated 
before extraction as well as the coéperation of a medical advisor. 

Local anesthetics need little modification from the usual formulas in gen- 
eral use by dentists in cases of anemia. The amount of hemoglobin in the blood 
is a modifying factor in the administration of a general anesthetic, such as nit- 
rous oxid, which is so commonly used in dental offices. Hemoglobin is a 
respiratory pigment which is carried about in the red cells and which makes 
possible the carrying of oxygen to the tissues and the removal of carbon dioxid 
to the lungs, where it is again exchanged for oxygen. In cases in which the 
hemoglobin is diminished, the oxygen carrying capacity of the blood is dimin- 
ished in direct ratio to the reduction. Such a case will require less nitrous oxid to 
produce anesthesia; therefore, the best procedure is to use as much oxygen and as 
little nitrous oxid as will maintain an even anesthesia. This caution should not 
be overlooked in cases with less than from 45 to 50 per cent hemoglobin, when 


there is already a definite anoxemia. 


One of the most suggestive symptoms which at once indicate the necessity 
of a blood examination, if none has been made, is hemorrhage from the gums 
or mucous membrane without obvious and direct irritation or injury. This 
condition is usually one of the earliest symptoms of the various leukemias, Vin- 
cent’s infection, scurvy, the purpuras, agranulocytosis, or severe aplastic anemia, 
all grave conditions. From the dental as well as the general therapeutic stand- 
point, it is of the utmost importance that an accurate differential diagnosis of 
the condition be made. : 

Leukemias always terminate fatally, and the condition in the mouth, fre- 
quently at the onset of the disease, finds the patient seeking the services of the 
dentist first. In some cases of leukemia, the onset is rather dramatic, although 
careful inquiry will frequently bring out a longer history. The gingival troughs 
and spaces between the teeth are filled with a mixture of fresh and partially 
clotted blood. The lips may or may not be swollen. The tongue is usually 
heavily coated and sometimes sore. In many cases, the first sign may be an acute 
stomatitis with a swelling of the small lymphoid follicles of the gingivae. This 
is practically diagnostic of the condition. Leukemic infiltration of the gingival 
tissues may become so extensive that the tissues cover the teeth and protrude 
from the lips, and may be associated with necrosis and gangrene of the gums 
and mucosae. These necrotic areas are easily confused with mucous patches of 
syphilis, tuberculosis lesions and fungus disease when these are present only to 
a moderate degree in the gingivae. While the condition is not typical clinically 
of Vincent’s infection, it is commonly diagnosed and treated as such. Smears 
made from these areas reveal spirochetes and fusiform organisms in great 
number. Swelling and pain in the submaxillary glands frequently fits in with 
the general picture to further confuse the condition with Vincent’s infection. 
A point in the differential diagnosis in tuberculosis is the freedom from pain. 
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Hodgkin’s disease which also must be considered usually begins with swollen 
glands in the neck. Monocytic leukemia also presents a hemorrhagic diathesis 
without a swelling of the glands but with infiltration and a tendency to stoma- 
titis, gingivitis, ulcerous angina and noma. Agranulocytosis commonly begins 
with sore throat, swollen glands and glossitis. All cases of Vincent’s infection 
which prolonged, thorough treatments does not clear up, call for an 
examination of the blood. In addition to customary questioning, the patient 
should be asked about his use of carbonated drinks. The excessive use of 
carbonated beverages in unsanitary drinking parlors is leading to an increase in 
Vincent’s infection with the attendant bleeding and painful gums, metallic 
taste, and sore glands under the angle of the jaw. It is impossible to effect a 
cure of this condition if the patient persists in exposing himself to repeated 
infection. Also self-medication is encouraged by unwarranted claims of manu- 
facturers of proprietary preparations which is leading many people to a false 
sense of security. It often happens that the mouth condition which they seek 
to cure is the oral manifestation of one of these systemic diseases. Acute gin- 
gival hypertrophy due to infectious processes and the proliferative gingivitis of 
pregnancy also must be included in the list for differential diagnosis. Leukemia 
is then quickly differentiated from the above named diseases by a diagnosis 
which is based on the qualitative differential leukocyte count alone. Although 
cases have been reported in which the total leukocyte count has remained within 
the normal limits, the count typically rises high in the thousands of cells per 
cubic millimeter. This should indicate the possibility of leukemia. Cases are on 
record in which there were a normal number of cells but which were actually 
the most vicious types of acute leukemia. The final diagnosis as to the true 
state of the condition is made from the state of immaturity of the particular 
series of leukocytes affected, and the disease is named after that series, i. e., 
lymphatic, myelogenous, monocyte leukemia, etc. Any blood smear with more 
than 15 per cent of myelocytes should be carefully examined for promyelocytes, 
leukoblasts and myeloblasts. 

Conditions in the mouth in leukemia frequently call for immediate symp- 
tomatic treatment. Extraction should be resorted to in cases of pain, only after 
every other method of alleviation has failed, and then not without a definite 
understanding with the physician and near relatives, regarding the possible 
sequelae. Many cases are apparently chronic or subacute, and following some 
minor procedure, such as the removal of teeth, become extremely acute and 
continue a short rapid course until death. Irritating preparations are to be 
avoided in all cases of leukemia with gingivitis, stomatitis and areas of ulcera- 
tion and necrosis. The actual cautery, concentrated chromic acid, silver nitrate, 


and trichloracetic acid are without avail, and are strongly condemned. An 
effective agent is hydrogen peroxid diluted in two or three parts of water. It 
tends to check bleeding, cleanses sordes and washes partially clotted blood away 
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and is inhibitory to the growth of the organisms in the ulcerations. Spontaneous 


bleeding from the free gum margins is usually not controlled by any means for 
more than a few hours. 


Spontaneous hemorrhage from the gum margins is also usually one of the 
earliest signs of the purpuras. In the early stages, ordinarily cases of purpura 
do not present the symptoms of anemia. The only other sign which may 
accompany the bleeding is the presence of numerous petechial hemorrhages in 
the soft palate and mucosa and not infrequently the tongue. After a time, if 
the hemorrhage goes on unchecked, signs of secondary anemia will appear. 
Petechial hemorrhages on other parts of the body may or may not be present at 
the time the patient is first seen by the dentist. These should be inquired about. 
All local therapeutic measures to check the bleeding will usually fail. Intra- 
muscular injection of whole blood is the most effective systemic means of 
checking hemorrhage in purpura hemorrhagica. After such treatment, the local 
bleeding ordinarily stops. One case came under my observation in which extrac- 
tion of the remaining teeth had been advised in order to stop bleeding from 
the gums. Such a procedure certainly should never be carried out. 


Hemophilia, which is an inherited tendency of males to bleed, is another 
systemic condition which is met with by dentists. This condition is also charac- 
terized by a great tendency to bleed after minor operations such as the extrac- 
tion of teeth and minor bruises. Here, the history is of importance. The disease 
occurs only in males and is transmitted only by females, who can never have 
the disease. There has not been a proven case of hemophilia in females, although 
they frequently do have diseases with hemorrhagic diathesis. 


Of the females who can transmit the disease, 81.3 per cent do so; 51.0 per 
cent of the possible males have it. There are no morphologic blood changes due 
to the disease, but occasionally regenerative changes may be seen. 


Until the process of clotting in hemophilia is understood, there can be no 
rational therapy. Local treatment is as a rule ineffective. The feeding of cal- 
cium lactate is not satisfactory (although the usual therapy in cases with jaun- 
dice is calcium lactate 5 grains three to four times daily for four or five days). 
The only therapeutic measure worth while is transfusion. The coagulability of 
blood after transfusion reaches its maximum at six hours and i in thirty-six hours 
has returned to its original condition. 


In a known case of hemophilia, the best time for extraction is a few hours 
after a blood transfusion. Usually, the hemorrhage following dental operations 
is negligible and causes little concern. Obtaining the history of the patient’s 
tendency to bleed should be a routine procedure in every dental office before 
the removal of teeth or instituting other types of surgical interference. Those 
presenting a questionable history of bleeding should have a bleeding and clotting 
time determined, and if the findings from these two are greatly at variance 
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from normal, a platelet count and examination should be made of the character 
of the clot of drawn blood. 

Unfortunately, these conditions are more often discovered by the dentist, 
after extraction, surgical pyorrhea treatments, etc., than before. 

Patients who bleed persistently after local methods have been without avail 
after extraction should have a blood examination made either to indicate or 
rule out the possibilities of jaundice, purpuras, hemophilia, leukemia, etc. Local 
methods for controlling bleeding following minor oral surgical procedures have 
been well described elsewhere. They will not be repeated here. 

The clinical syndrome which accompanies acute hemorrhage resembles 
that seen in surgical shock, and the treatment is the same. The symptoms are 
pallor, rapid, feeble pulse, rapid, shallow breathing, restlessness, sweating, vomit- 
ing, great thirst and clouding of the sensorium. 


The following factors are also to be considered: method of loss, amount, 
relation of lost portion to total blood of the patient, rapidity of loss, clinical 
state of the patient and state of the blood-forming organs. The blood constitutes 
about one-thirteenth of the total body weight, and if one third of the total blood 
volume is lost suddenly, death usually ensues, while if two thirds is lost slowly, 
recovery is usually possible. 


Every periodontist should be familiar with the method of determining the 
bleeding and clotting time of blood. It is simple to do and requires no equip- 
ment that is not found in the average dental office. 


The method to be used in determining the bleeding time may be stated in 
few words. Wash the lobe of the ear or tip of a finger with alcohol, and punc- 
ture with a needle so that the blood flows drop by drop without resistance or 
squeezing with the fingers. Note the time that the first drop appears. Remove 
each drop as it forms, with a filter paper or white blotter, without touching the 
skin. Note the time that the bleeding stops. The time interval between the 
appearance of the first drop and the removal of the last represents the bleeding 
time. 

Normally, the bleeding time is from two to three minutes. In jaundice, the 
bleeding time is prolonged owing to calcium deficiency. In purpura also, the 
bleeding time is prolonged. In hemophilia, it is normal. Bleeding time studies 
are usually made together with the determination of the clotting time. A drop 
of blood is collected on a watch glass or glass slide, or a grease-free BB shot or 4 
globule of mercury is placed in it. When the blood jellies so that the shot is 
held in the clot, the time is taken. The time which elapses from the first appear- 
ance of blood until it has clotted is the clotting time. This is from five to six 
minutes. Another popular method for determining the clotting time is to draw 
some blood up into a fine glass capillary tube. At intervals, short pieces are broken 
off with a pair of tweezers. These are used so that the heat from the fingers will 


not accelerate the clotting. 
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When the blood has clotted, it will be easily pulled out of one of the parts 
of the broken tubing in the form of the inside of the tubing. Control tests 
should also accompany these. In purpura, the clotting time is normal and in 
hemophilia it is prolonged. In some cases of anemia, in leukemia and in infec- 
tious diseases, the coagulation time is prolonged. 


To further differentiate between purpura and hemophilia, the platelets are 
diminished in the former and normal in the latter. Platelet studies in hemo- 
philia tend to show that it is not the number of platelets but rather the quality 
of the platelets that is the important cause of delayed clotting. In purpura, the 
blood clots imperfectly, while in hemophilia the clot is good but slow in form- 
ing. A capillary resistance test may be made by placing a band around the arm 
tightly so that the venous flow is obstructed. This pressure which is main- 
tained for three minutes causes an engorgement of the capillaries. Hemophilia 
gives a negative reaction to this test, while in purpuras, the reaction is positive. 
Petechial hemorrhages under the skin are the evidence of a plus reaction. Pur- 
pura will show capillary oozing at the point of entrance of a needle, while 


hemophilia will not. 


Metallic poisonings commonly have associated with them characteristic 
mouth conditions. Of these, mercury, bismuth and lead are the most common. 
Blood smears are quite characteristic in poisoning by lead. Although cases are 
on record in which there were no visible alterations in the tissues of the mouth 
recorded, the findings, when present, include the metallic sulphid deposit in the 
gingivae. The tongue may be slightly thickened, heavily furred and furrowed. 
The mucous membrane commonly shows a slight pallor, frequently accom- 
panied by a slight cyanosis. The gums may be somewhat retracted from the 
teeth and have incorporated within the grayish blue line typical of the condi- 
tion. 


With mercurial poisoning, there also may be a blue grey hue, but it is 
usually not confined to a definite line in the margin of the gum. It seems to be 
a diffuse discoloration of the tissue with marked swelling and loosening from 
the teeth. These findings are sufficient to lead one to ask about the patient’s 
occupation, medical treatment, water supply, any possible habitual use of 
products wrapped in tinfoil (which is usually lead foil) and use of cosmetics, 
snuff, etc. 


The principal change which takes place in the blood is a toxic condition 
which causes a pathologic regeneration of red cells. This is indicated by the 
presence of many cells with basophilic stippling, many of which are poly- 
chromatophilic. These cases commonly are accompanied by anemia, nervous- 
ness and weakness, and these facts should be the modifying factors in carrying 
out dental procedures. Any necessary work may be done in the mouth. The 
removal of septic foci relieves the blood-forming apparatus of their suppressing 
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affect. The conditions usually clear up easily after the source of lead or metal 
has been removed and the body well purged. 


Another fact which recently was called to the attention of the dental 
profession and which can be emphasized again is the value to those who do a 
great deal of work with roentgen rays of having periodic examinations of the 
blood. Roentgen rays tend to suppress the activities of the bone marrow and 
this may be shown as a moderate anemia accompanied by leukopenia or a low- 
ered white cell count. That the common dental roentgen ray units either do 
not provide adequate protection, or that secondary radiation is absorbed to a 
great extent by the operator in continued small doses, is easily determined by 
carrying a coin fastened to a film with adhesive tape for a week or two, and 
then developing the film. The extent of radiation absorbed by the dental roent- 
genographer doing an average amount of work is a great deal more than the 
average medical technician gets, because of greater precautions taken by the 
latter. 


Since Schultz described the first cases of agranulocytosis many papers have 
been printed. “The necrotizing gangrenous lesions of the mucous membranes 
which follow so quickly the disappearance of the granulocytes from the blood 
stream,” have excited much comment and have been of particular interest to 
the periodontist. Over 500 cases are now on record. This condition is seen most 
where amidopyrene has been used alone or in combination with other drugs 
particularly barbiturates (i. e. luminol, allonal, amytol compound, etc.). The 
benzene ring which is found in amidopyrene, arsephenamine, di-nitrophenol 
(used to produce loss of weight in obesity), ortho-oxybenzoic acid and hydro- 
quinone, produces neutropenia experimentally or clinically. The syndrome 
appeared in those people who are most apt to be repeatedly taking drugs, 
physicians, physicians’ wives, nurses, and patients of physicians. 

I have patients in my practice who buy luminal, or amytal, or amidopyrene 
by bottles of roo tablets because of insomnia. One patient, since last fall has 
taken 1 grain to 1 grain daily to relieve bruxmjsm. Frequently aspirin was taken 
in combination with luminal, apparently without ill effects. All individuals are 
apparently not affected alike because of the increasing use of the drugs by the 
general public which would have caused a greater incidence of trouble. Only 
very recently have clinical and experimental studies been co-related. 

They tend to show that pernicious leukopenia is a symptom complex and 
not a disease entity. The essential pathologic process is a disintegration of the 
specific granules of the myelocytes in the bone marrow which is followed later 
by pyknosis of the nucleus and death of cells. Bone marrow studies and clinical 
experience have both shown it to be a toxic suppression of that blood-forming 
organ to the point at which it is not capable of functioning sufficiently to sup- 
port life. Jaffee has evidence to show that, “In producing the symptom complex, 
a high virulence of infecting micro-organisms, a specific affinity of chemical 
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substances for the bone marrow, radiating energy (radiographers), exhaustion 
of the bone marrow by continuous over-stimulation due to prolonged septicemia 
(sepsis lenta) or a congenital weakness of the leukopoetic tissue may be instru- 
mental. No difference between bone marrow in agranulocythemia and that in 
neutropenic septicemia were observed.” Until the action of these classes of 
drugs is better understood, caution should be exercised in their administration. 
I recommend for your serious study, “Bone Marrow in Agranulocytosis,” R. H. 
Jaffee. Arch. of Path., Nov., 1933. Discussion and selected references. 


SUMMARY 

The periodontist has the right, and is distinctly obligated, to order exami- 
nation of the blood in cases in which he believes blood findings to be of value, 
just as he makes use of other diagnostic aids at his command. 

Blood examination should be made: 

1. For individuals with marked pallor of the mucous membranes. 

2. In sore mouth or “bald” tongue which persists without demonstrable 
local irritation. 

3. In cases in which the history shows a marked tendency to bleed from 
minor causes. 

4- In cases in which there are numerous petechial hemorrhages in the gums, 
mucous membranes or tongue. 

5. In Vincent’s infection which prolonged thorough treatment does not 
clear up. 

6. When there are spontaneous hemorrhages from the gums and mucous 
membranes without obvious and direct irritation or injury. 

7. In cases showing metallic sulphid deposits in the gingivae. 

8. In cases in which it may assist in determining the status of infectious 
processes, 

9. In postoperative hemorrhage which cannot be controlled by local thera- 
peutic measures. 

10. For roentgen-ray technicians periodically. 

11. In cases in which gangrenous lesions are found on the mucosa. 
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That Saint Paul Meeting! 
Never To Be Forgotten 


Such perfection of arrangements! 
Such cordial hospitality! 

Such weather! 

Such a program! 


Here it is: 


Tuurspay, AuGusT 2, 1934 

Registration. 

Opening of Twenty-first Annual Session—Dr. M. 
M. Bettman, President. 

Presentation of Committee Reports. 

President’s Address. 

The Value of Blood Examinations in the Field of 
Periodontia—Dr. Irwin A. Epstein, St. Paul, 
Minn. 


A Study of the Problem of the Etiology of Period- 
ontoclasia—Dr. Vance Simonton, San Francisco, 


Incidents of Office Practice: 
Educating the Patient—Dr. Raymond E. Johnson, 
St. Paul, Minn. 
Several Unusual Happenings—Dr. Arvah S. Hop- 
kins, Gulfport, Miss. 
Discussion and Open Forum on Incidents of 
Interest. 


Fray, AUGUST 3RD 


Report of Committee on Scientific Investigation— 
Dr. Arthur H. Merritt, Chairman, New York 
City, N. Y. 

An Experimental Study of Gingival Changes of 
Probable Hormonal Origin—Dr. D. E. Zis- 
kin, New York City, N. Y. 

The Incidence of Tooth Brushing Trauma Reces- 
sion (Based on a Survey of 200 Young Adults’ 
Mouths)—Dr. I. Hirschfeld, New York 
City, N. Y. 

A Case of Seventh Nerve Palsy Associated with 
Gingival and Throat Inflammation and Fuso 
Spirochetal Infection—Dr. B. Tishler, Bos- 
ton, Mass. 

The Condition of the Alveolar Bone Beneath 
Suppurating Pockets—Dr. R. Kronfeld, Chi- 
cago, Ili. 

Report of a Case of Pemphigus of the Mouth— 
Dr. Haidee Weeks, New Orleans, La. 

Report of a Case of Agranulocytic Angina—Dr. 
J. A. Sinclair, Asheville, N. C. 

The Journal of Periodontology—Dr. Grace R. 
Spalding, Editor, Birmingham, Mich. 
Round Table Luncheon Discussion—Dr. J. D. 

Towner, Chairman. 

1—What Periodontal Injuries Should be Contem- 
plated and How Avoided in the Mechanical 
Separation of Teeth?—Dr. A. J. Cottrell. 

2—What is the Diagnostic Significance of the Ver- 
tical Periodontal Pocket in Contradistinction 
to that of the Horizontal Type?—Dr. E. D. 
Coolidge. 

3—What Should Constitute a Standardized Perio- 
dontal Examination?—Dr. C. J. Caraballo. 


4—What Factors Determine Incipient Periodonto- 
clasia2—Dr. T. B. Hartzell. 
5—The Science of Periodontia—Dr. E. L. Ball, Dr. 
C. H. Schott. 
6—Do Tissue Changes Occurring During Ortho- 
dontic Treatment Predispose to Periodontal 
Lesions?—Dr. H. S. Allen. 
7—Of What Practical Value is Histo-Pathologic 
Research to the Periodontist? —Dr. J. A. Sin- 
clair. 
8—What Factors Render Periodontoclasia of Nega- 
tive Prognosis?—Dr. Willa Yeretsky. 
9—Does Reducing Bucco-Lingual Dimension Com- 
pensate Increased Vertical Dimension Suffi- 
ciently to Justify its Practice in the Presence 
of Periodontal Lesionsx—Dr. C. W. Hoffer. 
10—Hobbies of the Periodontists—Mrs. M. H. Gar- 
vin. 
Clinic Program—Dr. 
Chicago, IIl. 
Lecture Demonstrations: 
Periodontal Disease Cured by Tissue Resection— 
Dr. R. E. Johnson, St. Paul, Minn. 
Dermatologic Symptoms, (Illustrated)—Dr. 
Sweitzer, Minneapolis, Minn. 
Oral Symptomatology, (Illustrated)—Dr. D. Zis- 
kin, New York City, N. Y. 
Clinics: 
Interdental Prophylactodontia and Stimulation— 
Dr. C. J. F. Jackson, Winnipeg, Can. 
Vincent’s Infection—Dr. E. F. McGibbon, Min- 
neapolis, Minn. 
Pyorrhea Nostrums for Practitioner and Laity— 
Dr. S. M. Gordon, Chicago, III. 
1—Radiodontic Studies of Periodontal Lesions 
(wet specimens); 2—Chronic Vincent’s In- 
fection—Dr. C. Schott and Dr. E. Ball, 
Cincinnati, O. 
Application of Restorative Measures of Use to the 
Periodontist—Dr. P. Edmund, Chicago, Ill. 
Presentation of Cases Where Periodontal Disease 
has been Cured—Dr. R. E. Johnson, St. Paul, 


E. D. Coolidge, Chairman, 


Presentation of Cases from the Clinic—Dr. S. 
Sweitzer, Minneapolis, Minn. 

Presentation of Cases of Oral Pathology, by the 
use of Colored Moulages—Dr. D. E. Ziskin, 
New York City, N. Y. 

ANNUAL BANQUET 
SATURDAY, AUGUST 4TH 

Growths and Tumors of the Jaws and Gingivae— 
Dr. C. W. Waldron, Minneapolis, Minn. 

The Essential Things Which Experience Has Taught 
Me Regarding the Treatment of Periodonto- 
clasia—Dr. T. B. Hartzell, Minneapolis, Minn. 

Review of Recent Literature on Dental Medicine— 
Dr. H. J. Leonard, New York City, N. Y. 

Committee on Fellowships: 

Presentation of Certificate to Dr. I. Hirschfeld. 

Business Meeting—Election. 

Noon Luncheon, Honoring Guest Essayists. 
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A Case of Seventh Nerve Palsy Associated with 
Gingival and Throat Inflammation and Fuso- 
Spirochetal Infection’ 


By BENJAMIN TIsHLER, D. M. D. 
Boston, Massachusetts 


When the increase of Vincent’s Infec- 
tion cases developed in this country after 
the termination of the World War, patients 
were, as a rule, referred to periodontists 
for treatment because general practitioners 
were unfamiliar with the disease. However, 
as a better knowledge of the etiology, 
symptomatology and treatment grew, 
these references became fewer; today, only 
those cases which exhibit unusual symp- 
toms are referred to them—at least, that 
has been the author’s experience. The fol- 
lowing case represents one of these which 
was treated a few months ago. 


On March Sth, a man, 34 years of age, 
was seen, who furnished the following his- 
tory. Three weeks previously, a palsy of the 
right seventh cranial nerve suddenly de- 
veloped and, as a consequence, the muscles 
supplied by it became numb and could not 
be controlled. In addition, the throat be- 
came sore, the tongue swollen and covered 
with inflamed areas, the exact nature of 
which could not be determined from the 
patient’s description; these symptoms were 
followed by an involvement of the gin- 
givae. Both submaxillary glands were ten- 
der to touch; temperature (not stated) was 
above normal. A physician, without mak- 
ing a smear examination, diagnosed the 
case as trench mouth and facial paralysis 
and advised the use of a mouth wash of 
Vince (1 teaspoonful to a glass of water) 
three times a day as a treatment measure. 


As the symptoms were still marked after 
using the wash for three weeks, he was 
teferred to my office and the following 
symptoms were noted. The gingivae and 
mouth, as a whole, showed little change 
from normal with the exception of the in- 
terdental papillae between the left superior 
cuspid and lateral, the right superior cus- 
pid and bicuspid, the right superior bicus- 
pids and the right inferior central, lateral 


and cuspid; these were moderately swollen 
and slightly red. The characteristic wasting 
of the papillary point due to ulceration 
observed in cases of Vincent’s Infection, 
was absent. There was a whitish, gray area 
on the buccal mucous membrane about 3 
mm. in width over the three right man- 
dibular molars and a similar, fainter one 
of much smaller dimensions on the mu- 
cous membrane on the left mandibular 
retro-molar ridge; neither was inflamed 
nor tender to touch. The right tonsillar 
region (the tonsils had been removed earlier 
in life) was markedly inflamed, the left 
slightly so but no ulceration was observed 
on either side of the throat. The tongue 
was heavily coated but the sore areas pres- 
ent at the onset of the disturbance, of 
which the patient complained, had disap- 
peared. A blood smear (Giemsa stained) 
obtained from the gingival crevice of the 
left superior, cuspid was examined and 
showed a multiplicity of the fuso-spiroche- 
tal organisms. 


The patient was pale, lacked animation, 
complained of fatigue, poor appetite, sore 
throat and gingival bleeding; he could not 
eat solid foods in comfort because of the 
throat condition. It was learned that his 
morning temperature was normal but rose 
in the afternoon to 99.4° which accounted 
for the tired feeling. He was unable to con- 
tract his right buccinator, occipitofrontalis 
and orbital muscles or close his right eye- 
lids; this side of the face was expressionless 
and the eye had a stare commonly associated 
with an artificial eye. When asked to close 
the lids, the unsuccessful effort caused him 
to roll his eye upward; this is common in 
these cases. A cough, similar to a smoker’s 
cough, was repeated frequently during the 
visit; this symptom was attributed partly 
to the throat inflammation and partly to 
nervousness. Other symptoms often asso- 


*Read before the meeting of the American Academy of Periodontology, St. Paul, Minnesota, August 3, 1934. 
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ciated with facial palsy, such as a distor- 
tion of the mouth, continuous tear flow, 
dribbling of saliva and conjunctivitis were 
not observed, His history showed that he 
did not smoke or use alcohol. 


It was evident from the lassitude ex- 
hibited by the patient, his lack of color, 
poor appetite and abnormal afternoon tem- 
perature that the case in general would 
yield to treatment more readily if the sys- 
temic symptoms were considered. Accord- 
ingly, the patient was advised to rest (lie 
down) as much as possible, for a few days, 
to add at least four egg noggs, three glasses 
of milk and a pint of citrus fruit juice daily 
to his deficient food intake, to keep his 
bowels well evacuated and drink at least 
eight glasses of water every day. 


The local treatment consisted of a topi- 
cal application of 2% acri-violet on the 
gray areas in the mouth and on every inter- 
dental papilla whether or not it was in- 
flamed; the throat areas were swabbed with 
the same solution; this was repeated at every 
subsequent visit. A mouth wash and gargle 
of sodium perborate unscented, 1 teaspoon- 
ful to a half glass of water every half hour 
was prescribed for home treatment, with 
instructions to keep the solution in the 
mouth for three minutes before expelling 
it. The patie..t was advised not to brush his 
teeth until told to do so; he was then dis- 
missed. 


March 6th. Temperature, 4 p. m. 99°. 
Throat improved; cheek paralysis un- 
changed; upper lid could be moved very 
slightly with much effort, lower not. 
Tongue was still heavily coated; right and 
left sloughed areas improved, cough was 
still evident, appetite unimproved. Patient 
was advised to drink more milk because it 
was found on questioning him that he was 
not doing so, because he did not like it; he 
was advised to eat more carbohydrate and 
hydro-carbon foods for their energizing 
effect. 


March 8th. Temperature, 4 p. m. not 
taken. Throat better, cough more infre- 
quent. Noted an inflammation of the entire 
edge of the right anterior pillar of the 
fauces (about 5 mm, in width) which had 
developed since his previous visit; tonsillar 
region improved, left entirely healed. Right 
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buccal mucous membrane improved and 
left retro molar area almost healed; tongue 
coating less. 


March 9th. Temperature, 4 p. m. 99.2°, 
Right tonsillar area and anterior pillar of 
the fauces improved; right and left gray 
areas less; right submaxillary gland was 
still tender to touch; this symptom was ab- 
sent on the left side. Appetite improved; 
general physical condition better, as was 
evidenced by better color in his cheeks and 
more animation when speaking. Buccinator 
muscle could be slightly contracted but 
paralysis was still marked. Sub-gingival de- 
posits beneath the affected interdental 
papillae were removed and surfaces of 
teeth polished. As the gingival condition 
warranted it, the patient was taught tooth 
brush massage and advised not to return 
for three days but to record temperature 
readings daily. 

March 10th. Temperature 4 p. m. 98.8°. 

March 11th. Temperature 4 p. m. 99°. 


March 12th. Temperature 4 p. m. 98°. 
Throat and right anterior pillar of the 
fauces improved, area was then about 3 mm. 
in width; appetite better. Buccinator and 
orbital muscles could be moved more easily 
as could both eyelids but could not be en- 
tirely brought together. Left mucous mem- 
brane area almost healed, right improved. 


March 13th. As the temperature had 
been practically normal for several days, 
no more attention was given to it. Tonsils 
and anterior pillar of the fauces inflamma- 
tion was almost healed as were the mouth 
areas; tongue less coated, eye stare diminish- 
ed; bdth lids could be brought together 
completely, with some effort. Cheek and 
forehead muscles well controlled; patient 
reported that he could whistle, 


March 14th. Condition generally better. 


March 17th. Facial condition improved. 
Both right eyelids fully under control in 
the naturzl, periodic process of opening 
and closing. Stare less pronounced than on 
last visit. Patient complained that the 
right eye projected out of its orbit; it was 
suggested that this was not the case but 
felt so because the nerve tone was not com- 
pletely restored; however, as it worried him, 
a visit to an oculist was advised. General 
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improvement in all other symptoms. Cough- 
ing rare. 


March 26th. Right side of face and eye- 
lids normal as far as appearance and con- 
trol were concerned; patient did not com- 
plain of projection of eye due to oculist’s 
opinion that it did not. Stare less but still 
evident on examination. Tonsillar areas, 
right anterior pillar of the fauces, side of 
tongue, cheek and retro molar region heal- 
ed. Coughing entirely absent. Mouth dry- 
ness on right side of tongue about the region 
of the base only complaint. As the patient’s 
mouth and throat were normal, he was dis- 
charged with instructions to weaken the 
strength of the perborate wash (1 teaspoon- 
ful to one glass of water) twice a day for 
two months; emphasis was placed on the 
importance of gingival massage as a pre- 
ventive measure. He was requested to re- 
port to the writer in a month, when it was 
hoped that the nerve tone would be greatly 
restored. 


April 2ist. There was a marked change 
for the better in the physical condition. The 
only remaining facial symptom was the 
eye stare which was less apparent than 
on last visit and way noted only when the 
patient was asked to look directly at the 


examiner. 


June 1st. The eye stare had practically 
disappeared due to electric treatments 
which he was advised to take by an oculist. 


The foregoing case is interesting because 
of the combination of symptoms which 
were exhibited. It was the concensus of 
opinion among medical authorities, who 
were consulted, that there was no relation- 
ship between the throat and face disturb- 
ance and that the onset of the palsy was 
coincidental with that of the throat and 
mouth lesions and was not caused by a 
common factor. The fuso-spirochetes were 
tuled out of the problem as a common, excit- 
ing, etiological factor because they are re- 
garded as secondary invaders and multiply 
only after a primary inflammatory focus 
had already been established. It is interest- 
ing to note the summary of an article pub- 
lished in the Journal of the American 
Medical Association of March 1933 re- 


garding them which concerned observations 
made on 108 patients by Lichtenburg e¢ al. 
These investigators failed to produce lesions 
commonly attributed to these organisms 
after injecting pure cultures of them into 
traumatized tissue of guinea pigs. Their 
summary concludes by stating that “The 
value of diagnostic smears for Vincent’s 
organisms as a means of establishing a 


pathogenic relationship of those organisms © 


is questioned.” 


However, although it is not generally 
known to members of our profession, it is 
believed that seventh nerve palsy may re- 
sult from a preceding mouth or throat in- 
fection as the following quotation will 
show. It is taken from a chapter in Nel- 
son’s Loose Leaf Medicine on “Cranial 
Nerve Palsies” written by Grainger Stewart, 
as follows: ‘Facial paralysis is the most 
common of cranial palsies because in its 
passage through the bony canal it (seventh 
nerve) may be involved secondarily to 
diseases of the middle ear and that after 
its exit from the skull its position renders 
it liable to be affected by cold, more espe- 
cially as its proximity to the mouth and 
throat which are only too often the seats of 
chronic or sub-acute infections exposes it 
to the risk of: infection.” Many cases of 
seventh nerve palsy are caused by trauma, 
a cold or exposure to a draft but there is no 
history of either in this instance. 

There are some phases of the case which 
will be reviewed. The treatment of the 
physician who was consulted at the onset 
of the disturbance was cursory and insuf- 
ficient, otherwise the mouth infection 
would have been eliminated after three 
weeks. The patient reported no knowledge 
of contracting a cold, exposure to a draft 
or being subject to trauma as the result of 
a blow. No ulcerated areas were observed 
during the examination of the patient nor 
could any have been present, at any time, 
because the interdental papillary points 
were not destroyed, although the smear 
which was examined showed a multiplicity 
of fuso-spirochetes. The most marked le- 
sions involved the right facial nerve, right 
tonsillar region and the right anterior pil- 
lar of the fauces; the lesions on the left 
side were slight and of little moment. The 
symptoms developed in the following 
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order . . . face, throat, tongue and mouth; 
there was no change in the condition of the 
palsy until the bodily condition including 
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the throat and mouth was definitely im. 
proved. 
358 Commonwealth Ave. 


REFERENCES: 


Human Anatomy, Piersal, 1919, p. 1256. 
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The Pathogenicity of the Fusiform Bacillus and Spirilla of Plaut-Vincent—J. A. M. A., March, 1933, 

me ey with Hans Zinsser, M. D., Professor of Bacteriology and Immunity, Medical School, Harvard 
niversity. 


Correspondence with J. Herbert Waite, M. D., Boston, Mass. 


Report of a Case of Pemphigus Foliaceus’ 
By Hawee Weeks, D. D. S. 
New Orleans, La. 


Pemphigus Foliaceus is a non-contagious 
inflammatory disease, characterized by the 
eruption of successive crops of bullae or 
blebs. 


Etiology. Female sex, nervous prostra- 
tion, heredity, and injury to the peripheral 
nerves are predisposing factors, 


Pemphigus Foliaceus is a rare, grave form 
of pemphigus characterized by crops of 
blebs which are flaccid and filled with a 
turbid fluid almost from the beginning. 
They soon rupture and form thick crusts 
which, separating, leave behind red weep- 
ing surfaces. The crops follow each other 
in rapid succession. The disease may last 
several years, death ultimately resulting 
from exhaustion. 

Case REPORT: 


A woman, aged thirty-three years, mar- 
ried, with three children, and affluent 
circumstances; no home cares or worries; 
no heredity history, was referred to me by 
a dermatologist requesting that I remove 
all fillings from her mouth to eliminate a 
possible electro-galvanic disturbance. Lain 
of Oklahoma has reported numbers of such 
cases. 


In the examination of her mouth there 
were five large cavities from which she 
suffered no inconvenience. The radiograms 
of her mouth showed six teeth missing, lit- 
tle recession, no pockets, and all teeth vital. 
A bridge of two metals was on the lower 
right side extending from the first bicuspid 
to the second molar. It was in this area 


where the tongue approximated the bridge- 
work that the bullae were most painful, 
In the lower left third molar there was a 
copper amalgam filling on the entire buccal 
wall. It would be natural to suppose that 
electro-galvanic burns were causing the 
irritation. 

The tongue, from the first bicuspid to 
the third molar on the right side, was swol- 
len to twice its normal size, and had large 
yellowish-gray bullae filled with yellow 
fluid. Her left cheek, opposite the third 
molar and extending up beyond the duct, 
was similarly swollen. The deepest bullae 
were in contact with the lower left third 
molar. On the upper left side, the perice- 
mentum extending from the region of the 
cuspid to the second molar revealed a sym- 
metrically defined red weeping surface. The 
tissue glistened and was of a mottled crim- 
son color, but not painful. The same con- 
dition existed on the palatal side, Her 
greatést inconvenience was from the tongue 
and the left cheek opposite the third molar, 
and she complained of great difficulty in 
eating. 

I removed all the fillings and bridgework, 
and put in temporary fillings of gutta- 
percha. A mild mouth wash was given, and 
bland foods prescribed. In two weeks, the 
left side was much improved, and the pa- 
tient dismissed for a brief respite. 

The following day she phoned that she 
was “wild with pain.” On examination 
the mouth, the right cheek was seen to be 
covered with more severe bullae than the 


Read at the Annual Meeting of the American Academy of Periodontology, Aug. 3, 1934, St. Paul, Minnesota. 
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left originally had. I was convinced then 
that it was not a case of electro-galvanic 
action, as all fillings had been removed 
leaving no cause for electro-galvanic dis- 
turbance. I referred her back to the der- 
matologist whose initial diagnosis was 
pemphigus, but who wanted to give her 
the benefit of the doubt, hoping that it 
might have been the electro-galvanic dis- 
turbance instead of the dreaded pemphigus. 


This patient had complained of “sore 
mouth” to her family physician the pre- 
vious fall. He made a smear, as most phy- 
sicians do, and regardless of the number 
of fusiform bacilli, she was given arsenical 
treatment. The patient had an arsenical 
dermatitis from which she nearly suc- 
cumbed, was transfused three times, and 
was in the hospital three months. Her oral 
condition continued the same, despite the 


heroic treatment she had received. At this 
writing, the patient has not had any bullae 
on her body. 


This is the sixth case of pemphigus that 
has been reported in New Orleans since 
1925. I can find no record of any case of 
pemphigus foliaceus having been reported 
where the bullae had their origin in the oral 
cavity. In the history of all pemphigus 
cases, the patient goes from one physician 
to another for aid, hoping for relief. 


If we, as an Academy, could in some 
way stress the importance of the fact, to 
the healing professions, that it requires more 
than a smear for a diagnosis of Vincent’s 
infection, we would be rendering the public 
an inestimable service. 


1203 Maison Blanche. 


Agranulocytic Angina’ 


By James A. Srncxar, D. D. S. 
Asheville, N. C. 


Case REPORT: 


An oral examination of a female patient, 
age about twenty-eight, was made by my 
associate, Dr. Barker. X-rays revealed an 
advanced pyorrhea condition. The pa- 
tient’s hemoglobin at this time was 80%. 
We advised the extraction of all upper 
teeth and three lower teeth. Our diagnosis 
was confirmed by other dentists whom the 
patient had consulted. 


The patient was very reluctant about 
losing the upper anterior teeth. We decided 
to treat these in an attempt to save 
them for a while. The left upper first 
and second bicuspids, first and second mo- 
lars, were extracted February 2nd. 


The right upper lateral incisor was 
treated and canal filled on February 10th. 
The lesions following the extractions healed 
without complications. 


February 12th, I operated on the left 
lower side for the eradication of the pyor- 


thea condition; February 23rd I operated . 


on the right side and extracted the first and 
second molars; March 6th, I operated on 
the right lower side and extracted the sec- 
ond bicuspid and third molar; March 21st, 
I operated on the remaining teeth on the 
left upper side. April Sth, I extracted the 
left lower second molar. 


About the second week in April an acute 
Vincent’s infection developed. This was 
treated locally with sodium perborate, 
chromic acid, and Arsphenamine. April 
26th, I advised administration of Sod. Bis. 
Tartrate Intra-Muscularly. This treatment 
of three doses was given every other day. 


During the period of pyorrhea treatment, 
the patient took about two dozen 112 gr. 
amytal tablets. This was over a period of 
about five weeks. 

Previous History: 
Age—28 years, 
Pneumonia at 8 years, 
Thyroid in fall of 1928 treated medi- 
cally for six months, then by X-ray. 


"Read at the Annual Meeting of the American Academy of Periodontology Aug. 3, 1934, St. Paul, Minnesota. 
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Took elixir of Luminal about eight 
teaspoonfuls daily, for about six 
months. 

Post-operative pyorrhea lesions did not 


Date Count 
Normal 6000 
5/14 2600 
5/16 2500 
5/23 2300 
6/6 2050 
6/19 2900 
6/26 2700 5 


Neutrophiles 
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heal as we expected, and suspecting 
temic disturbances, a differential blood 
count revealed the unusual count as shown 


by the following laboratory report: 


M Remarks 
6 


6 

2 Myelocytes 
3% Myelocytes 
2% Juv. 1% My. 
1% Juv. 2% My. 


12 


77 


Red Cells 4,000,000 to 4,600,000. Platelets normal. Hemoglobin 75 to 80%. 


It was evident that we were dealing with 
a condition bordering on agranulocytosis. 
The patient is now in Jefferson Hospital, 
Philadelphia, under the care of Dr. Harold 
Jones, physician, and Dr. Sausser, Dentist. 
On July 25, I had the following report 


from Dr. Jones: 
July 25, 1934 
“Dr. James A. Sinclair, 
Legal Building, 
Asheville, N. C. 


Dear Doctor Sinclair: 

Regarding Miss C. 

On her arrival at Jefferson Hospital her 
white blood cells were 1250, her hemoglo- 
bin and red blood cells practically normal. 
After giving her injections of boiled milk 
and neucleic acid on alternating days, her 
white cells rose in a week’s time to 7000, 
the increase being mostly of juveniles and 
stab forms, Quite a few segmentors, how- 
ever, showed up. There was considerable 
reaction from the injections—temperature 
rise up to 102 and 103 after each injection 
of the boiled milk. From this number the 
white cells fell to 2000, and since that time 
have varied between 1500 and 3100. She 
has had as high as 12% eosinophiles—usual- 
ly runs 6%. We have given her Lederle’s 
liver extract—3 c. c. a day for a week— 
and are now giving her an injection of new 
form protein put out by Park, Davis & Co. 

The bone marrow specimen which I took 
from the sternum shows that the bone mar- 
row is hyperplastic (myeloid hyperplasia). 
There are also more than the usual number 
of eosinophiles in the bone marrow. The 
basal metabolic rate was—22. 

Dr. Emerson Sausser has directed the 
dental treatment and has been using acri- 


violet applications twice daily. Two teeth 
have been removed and no bleeding has oc- 
curred. This past week there has been some 
falling off of the blood count to 69% 
hemoglobin, 3,800,000 red blood cells, but 
at the present time her hemoglobin is 75%, 
red blood cells, 4,200,000. We plan to 
remove her teeth gradually, and I am in- 
clined to think that until this is done that 
we can not expect her white cells to reach 
normal. 

There are several other preparations we 
intend to use, such as adenin sulphate, 
leukocytic extract, and possibly typhoid 
vaccine intravenously. 

It is difficult to make a positive diag- 
nosis, but I would classify her case under 
the heading of severe leukopenia associated 
with mouth infection. Some, I suppose, 
might group it under the heading of malig- 
nant neutropenia. It is possible that it may 
be in this group, because the bone marrow 
is similar to that found in that condition. 
Of course, one can not in this stage rule 
out the possibility of her developing aleuk- 
emic leukemia. 

I hope this information is what you 
wanted, 

Sincerely yours, 

(Signed) Harotp W. Jones.” 
HWJ:RC 


The dental profession has a wonderful 
opportunity in assisting in the solution of 
this rapidly increasing disease by making 
a blood count and differential count in all 
dental lesions that are slow or nonhealing. 
These cases might be reported to the Acad- 
emy as a nucleus for such information 
derived from the profession. 


‘s 16 74 5 5 Juv. 
| 10 80 
| 12 63 
16 78 
: 16 64 


Incidents of Office Practice’ 
Educating the Patient 


By Raymonp E. Jonnson, D. D. S. 
St. Paul, Minnesota 


It is impossible to prevent all dental 
caries or to cure all pyorrhea, even though 
the patient brushes his teeth twice a day 
and sees his dentist twice a year. There are 
many other factors which must be taken 
into consideration. After fifteen years of 
observation in the practice of periodontia, 
I believe that proper brushing of the teeth 
and gums is one of the most important fac- 
tors in preserving the health of the invest- 
ing tissues. I think you will also agree with 
me that there is no other procedure in the 
practice of periodontia that takes more of 
the dentist’s reserve energy than teaching 
the patient home care of the mouth. 


In discussing before this particular group 
the problem of patient education, I realize 
that I venture upon very familiar ground 
and that my ideas will not be new or start- 
ling. In fact, it is at once clear to all of you 
that previous discussions have dealt with 
almost every pertinent phase of the sub- 
ject. The point I wish to make, as I express 
myself in practical every-day terms, is the 
importance of our point of view or mental 
attitude as we try to understand the in- 
dividual patient. It is my opinion that the 
reason for many unsuccessful attempts to 
lead the patient to an adequate understand- 
ing of his own responsibility is due prima- 
rily to the fact that many of us do not con- 
sider each individual as a separate psycho- 
logical problem. In view of the fact that 

is unanimous agreement that the mat- 
ter of patient education is one of the most 
vital problems confronting us as a profes- 
sion and each of us as individuals in our 
practices, I cannot escape the conviction 
that there is some missing link, some flaw 
in the mental contact of many practition- 
ers with their patients. The answer to some 
perplexing and difficult problems has fre- 
quently been found in the very obvious. It 
is often helpful to “put ourselves in the 
other fellow’s shoes” and to reason as dis- 
Passionately as we can from his point of 
view. It seems to me that a more adequate 


concept of the abstract and difficult task 
we face is gained when we realize that pa- 
tient education may involve the change of 
a firmly entrenched adult habit. It is need- 
less to point out that a bad habit is just 
about the most stubborn affliction of the 
average human being. 


It follows that judgment and careful 
analysis of each patient as an individual is 
important, if we are to find the peculiar 
and subtle suggestion that will arouse a 
new and determined interest in the mind of 
the patient as regards the care of the teeth. 
This suggestion must persist and be strong 
enough to make him regularly do the things 
which bring about the desired result. Per- 
haps the most logical approach in discussing 
mouth care with the patient is found in the 
presentation of ideas which will awaken and 
create a desire on his part. In many cases, 
the individual can be given an entirely new 
idea of the mouth comfort he can experi- 
ence. A careful explanation of the impor- 
tance of a clean mouth to general health can 
be made meaningful and impressive. Mod- 
ern advertising is eloquent proof that the 
appeal of personal appearance may be effec- 
tive when other things fail. As a general 
rule, most people are interested in saving 
their teeth as long as may be possible, for, 
recs all, they are the best they will ever 

ave. 

Questions like the following will usually 
bring about the desired response—‘‘How 
good will your teeth be at fifty?” “Aren’t 
you willing to do your part if your teeth 
can be saved for another ten or fifteen 
years?” Not infrequently the patient will 
then ask: “Can you cure pyorrhea?” Per- 
haps a friend has suggested that pyorrhea 
could not be cured, or even a dentist may 
have given him the same opinion. Too many 
cases are diagnosed in this manner. I think 
that if we would ask ourselves the ques- 
tion, “What would I do if they were my 
mother’s, my wife’s, or my own teeth?” 
more cures would be effected. So we ex- 


"Read at the annual meeting of the American Academy of Periodontoiugy, August 3, 1934, St. Paul, Minnesota. 
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plain to Mr. Jones that both the dentist and 
the patient have a definite responsibility and 
that his pyorrhea can be cured and that 
mouth health can be maintained if he will 
promise to do certain things—first, he is to 
have a thorough prophylaxis every six 
months or more frequently if necessary; 
second, he must brush his teeth faithfully 
twice daily as instructed. 

In teaching the patient the care of the 
mouth, it is clearly important to avoid any 
misunderstanding by the use of simple and 
direct language. Again, if we remember 
that our objective is to replace an old bad 
habit with a new good one, we must avail 
ourselves of every means at our disposal, 
visual and otherwise, to make clear to the 
patient what we are trying to accomplish. 
We must ourselves remember that it is 
difficult for the patient to correlate his new 
desire with the somewhat complicated me- 
chanical stimuli which must find expres- 
sion in the proper application of the tooth- 
brush, In explaining the objectives of home 
care, we rnust first instruct the patient that 
a brush removes accretions of food, mucus 
and bacteria from the teeth; further, that 
by regular attention, the periodontal tissues 
are kept in a high state of resistance to in- 
fection, and finally, that by careful adher- 
ence to dietary and hygienic measures he 
sets up further defense against caries and 
the diseases of periodontal tissues and that 
all of these preventive measures have a 
direct bearing on the patient’s systemic con- 
dition. With these objects in mind, we next 
carefully explain the requisites of a good 
toothbrush and the care of the same. Now 
with the patient comfortably seated, he is 
taught a definite system of brushing, with 
reasons for each step. The technic must be 
simple, effective, and yet free from any 
injurious effect upon teeth or gums. 

By the aid of a large hand mirror, he can 
watch each step of the demonstration. In- 
struct the patient always to look in a mir- 
ror when brushing the teeth. This will con- 
sume at least a half-hour. The patient must 
continually be reminded that results largely 
depend upon his codperation. At the risk 
of repetition, may I point out that this idea 
must be impressed upon him before going 
further because this determines the suc- 
cess or failure of your work. At each sit- 
ting, to illustrate to the patient how debris 
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adheres to tooth surfaces, the teeth are 
stained with a discoloring solution. The 
patient must be shown how to hold the 
brush in order to reach these areas which 
are difficult of access. A few patients will 
grasp these instructions the first time, while 
a large majority must be continually fol- 
lowed up. You appeal to some by compli- 
menting them on the good work they are 
doing; with others you may threaten to dis- 
continue your efforts. Two or three hours 
may be required to instruct your patient, 
“Practice what you preach.” The mouth of 
the dentist should be a model of cleanliness 
and beauty, and his breath at all times odor- 
less. If we do not ourselves practice the 
ideas we are trying to impress on the pa- 
tient, the effect we obtain will, at best, be 
half-hearted and unsatisfactory. 

The next step to be considered is the fol- 
lowing-up of these patients. They are asked 
if they wish to be called in six months and 
given to understand that we do not wish 
to take up our time or to bother them un- 
less they are willing to faithfully meet the 
obligations which are a part of our service. 
What do we accomplish by regular periodic 
prophylaxis? Every tooth is checked care- 
fully for calculus, the crown and exposed 
root surfaces are thoroughly polished with 
wide tape and porte polisher. With the aid 
of compressed air and transilfumination 
each tooth is carefully checked for cavities. 
It is advisable in most cases to take bite- 
wing X-rays at least once a year. This is 
good insurance against the failure to dis- 
cover a cavity. The importance of a care- 
ful and painstaking procedure should be 
fully’ explained to the patient. He will re- 
act favorably to the thoroughness with 
which the work is done. The old “dollar 
cleaning” was not in any sense of the term 
a preventive treatment and it is our duty to 
do what we can to get this idea out of the 
public mind and make it a relic of the past. 
It is only through careful examination that 
cavities will be discovered early and the 
investing tissues kept healthful. It is not 
difficult to show the patient that this kind 
of care means real economy. An adequate 
fee for prophylactic work is no different 
from the premium paid for a good insut- 
ance policy. The result in each case is the 
same—Protection! When such a program 


of oral hygiene is thoroughly discussed and 


* 
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properly explained to the patient, one will 
be surprised at the keen interest and at the 
courteous treatment your assistant receives 
when she telephones to make this pro- 
phylactic appointment, even from the busi- 
est business man. It is gratifying to note 
that this new interest on the part of the 
patient has even changed his attitude to- 
ward dentistry. You, too, will be seeing 
your patients more frequently and you will 
find that the number of people these satis- 
fied patients are telling about this type of 
service, will surpass your expectations. 
Too often in the past patients with a 
number of advanced cavities to fill have 
consulted the dentist. Possibly at the time 
there was also some incipient pyorrhea. The 
cavities were filled and nothing was said 
about a prophylaxis or the health of the in- 
vesting tissues. It is most likely that the 
patient did not return for probably two 
or three years, perhaps longer. He may have 
consulted another dentist. This same pa- 
tient, if interested enough to have his teeth 
filled, could likewise have been made to 
realize the importance of a clean and healthy 


mouth and the preservation of his teeth, It 
is doubtless true that the extent of a pa- 
tient’s interest and coéperation is largely in 
proportion to the understanding and insight 
of the dentist as he explains this subject. 
For my part, I am beginning to tire of loose 
talk about educating the laity! Several times 
each day, if you turn on your radio, some- 
one is telling the public to “see their dentist 
twice a year and brush their teeth twice 
a day.” The sooner we realize that mean- 
ingless generalities on mouth care do more 
harm than good through the confusion they 
set up, the better it will be for all concerned. 
The most effective way of educating the 
public is for us to discuss at the chair all 
aspects of mouth health. It is surprising that 
so many people are led to believe that when 
they are fifty, they are likely to lose their 
teeth. Our duty as dentists is to impress 
them with the value of their own teeth in 
terms of both comfort and efficiency. It 
would be a good thing for the public to 
realize that dental troubles really begin 
when all the teeth have been removed. 
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Three Unusual Cases 


By Arvan S. Hopkins, D. D. S. 
Gulfport, Mississippi 


So that I might be in order under the 
general heading of Incidents of Office 
Practice I consulted Mr. Webster’s un- 
abridged Dictionary, and this is how he 
defines the term, incident: coming or hap- 
pening accidentally or not in the usual 
course of things, or not according to ex- 


pectation or in connection with the main 
design. As Hooker says: “As the ordinary 
course of human affairs is disposed of by 
general laws, so man’s rarer incidents, nec- 
essities and utilities should be with special 
equity considered.” With the acceptance 
of the above, I believe you will agree that 
the following cases are in order. 


1. Emphysema 


Several years ago in the course of treat- 
ment of a woman patient it became neces- 
sary to extract the left, impacted mandibu- 
lar third molar, Class one. It required some 
time to remove this tooth and when I was 
through I noticed that the subcutaneous 
connective tissues in the region of the cheek 
had a peculiar feel to the fingers, a crink- 
ling, squashy feeling, like the crackling 
noise produced by pressing upon a cellular 

rane when it contains air. Upon 


further examination, I found that not only 
did the tissue have this peculiar sensation 
in the region of the cheeks, but, that it 
was also present on top of the skull, the 
region of the neck and in the breasts; in 
other words, we had a real case of inflation. 
Nor in the habit of having my patients 
literally “Blow Up,” I consulted a physi- 
cian, and while he had not seen anything 
just like this he confirmed my diagnosis. 
There was nothing to do but wait. The 
condition disappeared in several days. 
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In consulting the literature I found that 
a French physician in reviewing the writ- 
ings on Emphysema, found that one hun- 
dred and thirty-nine cases had been re- 
ported of this condition existing with 
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women while in labor. Even to this date 
I do not know how this air got into the 
tissue of this patient. You will of course 
rule out air from the syringe, in administer- 


‘ing the conductive anesthesia. 


2. Fatty Tissue Following Extraction 


The second case, is also that of a woman 
patient, well built, with firm tissue, not 
flabby. 


The patient had pains and stiffness in 
the joints of the finger, supposedly an 
arthritis. X-Rays of the teeth revealed 
that the upper right second molar tooth 
was pulpless and she requested its removal. 
Under local anesthesia this was quickly ac- 
complished, and the socket was curetted. 
I turned to the cabinet to get an instru- 
ment and when I examined the region where 
the tooth was removed, I saw what appeared 
to be granulomatous tissue extruding from 
the area of the recently extracted tooth. 
I took hold of it with the pliers, and pulled 
it loose; more of the same kind of tissue 
followed. I removed a string of this tissue 
about six inches or more in length, but 
there seemed to be no end of it. As I did 
not wish to unravel the lady entirely, I 
= it would be best to reconnoiter a 

ttle. 


A physician and surgeon happened to call 
about that time, and thinking he might 
throw some ‘light on the subject, he was 
asked to examine the phenomenon. After 
due consideration he advised that some of 
the tissue be sent to a pathologist at the 
Touro Hospital in New Orleans, as he 
thought that the region might be tuber- 
cular. 


A rhinologist was next consulted, think- 
ing that since he operated on the sinuses, 
and tissue of that region he might enlighten 
me. He examined the area carefully and 
stated that he had never seen anything 
like it. 

There was a young physician in the com- 
munity, a University of Pennsylvania 
graduate, suffering with tuberculosis, who 
was confined to his bed so he had plenty of 
time to review medical literature. That 
evening I went to see him and carried some 
of the tissue with me. He looked at it, 
got out his comparative anatomy, turned to 
a picture of the parotid gland, (which if 
you remember, looks like a collection of 
frog eggs), and observed that the tissue 
I had removed had a similar appearance. He 
thought that it might be tissue from this 
gland, and that somehow we had disturbed 
that organ and had dissected part of it. 
The patient was to return the next day. 
Upon examination, the Steno’s duct was 
still performing normally, and the patient 
oniy complained of a soreness in the cheek. 

The pathologist at Touro Hospital in 
New Orleans reported no disease present 
and that it was only fatty tissue. I had 
unwittingly discovered a new method of 
reducing a patient, which also explained 
the soreness in the cheek. 


3. Fractured Teeth with Vital Pulp 


A tew months ago a Sea Captain came to 
have his teeth examined. Upon inspection 
of his teeth I found that the lower left 
first and second bicuspids appeared to be un- 
usually loose. The gingival tissue however, 
appeared to be normal with only shallow 
pockets, so I thought here was a case of 
inflarned peridental membrane possibly 
caused by excessive occlusal stress, that had 
not as yet produced deep pockets. The 
teeth had live pulps. X-Rays were taken 
of the teeth which showed a dark line across 


the teeth about two millimeters below the 
gingival margin, showing that the teeth 
were fractured. At the second visit, I ques- 
tioned him and found that these teeth had 
been fractured for about twenty years. 
Though they contained live pulps and the 
patient suffered no inconvenience, except 
that sometimes in biting, it seemed to him 
that he would pinch the nerve. As a result 
he avoided as much as possible, that side of 
his mouth when eating. 


He stated that once he had sneezed vi- 
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olently and fractured one of his front teeth. 
The dentist that he consulted at that time, 
thought that it was loose from pyorrhea 
as it was similar to the two bicuspids just 
mentioned. This patient had extremely 
brittle teeth, about the appearance of vitri- 
fied porcelain or of glass. As it was neces- 


The American Academy of Periodon- 
tology was organized in 1914, twenty 
years ago last May. It is therefore entirely 
appropriate that we introduce this formal 
report by reviewing briefly the dental edu- 
cational contributions of the Academy 
which had a definite bearing on the devel- 
opment of the Journal of Periodontology. 


Having a desire to accomplish some- 
thing for the public welfare and to dis- 
seminate knowledge pertaining to the 
health of the mouth and the preservation 
of the teeth, the Academy approved a 
series of eight bulletins prepared by its 
Committee on Dental Educational Bul- 
letins. These were published and have been 
listed with other Educational material at 
the office of the American Dental Associa- 
tion for a number of years. They are of 
a high order, and have been used quite ex- 
tensively in dental educational work. Still 
another committee on dental educational 


material prepared one hundred short arti- 
"Presented at the annual 
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sary to make him a partial denture, the bi- 
cuspids were extracted. 

It seems to me that two bicuspids frac- 
tured about two millimeters below the gin- 
gival line, that contained live pulps for 
twenty years is rather an unusual incident. 


cles for newspaper publicity. These were 
used in many cities and states in the union. 
The result of these efforts were of such 
importance that when a suitable memorial 
for the late Dr. Gillette Hayden was being 
considered the decision was quickly made 
in favor of a periodical to disseminate 
knowledge pertaining to periodontology 
and related sciences of a quality in keeping 
with the importance of periodontia and Dr, 
Hayden’s ideals, since she had taken so 
responsible and active a part in the prepara- 
tion of the above mentioned bulletins. 

The Journal has been published twice 
yearly since January, 1931 and has carried 
on its pages the bibliography of periodontia 
500 B. C. to 1931 A. D., 1183 abstracts of 
articles on periodontia appearing in more 
than forty foreign dental and medical jous- 
nals in addition to those in the United States 
and Canada, and the scientific papers of 
our annual meetings. 


The abstracts covering a period of six 


meeting of the American Academy of Periodontology in St. Paul, Minnesota, 
August 3, 1934. Grace Rogers Spalding, D. D. S., F. A. A. P., Editor. 
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years make the Journal a fund of perma- 
nent and valuable information both scien- 
tific and practical. We have thirty paid 
college and university library subscrip- 
tions. We expect this number to be in- 
creased shortly as a result of the recent 
work of the Committee on. Journal Sub- 
scriptions. We urge all Academy members 
to see to it personally that the Journal of 
Periodontology is on the shelves of the li- 
braries of their respective dental and medical 
schools. We have placed the Journal in the 
University of Brussels which, I believe, has 
the most complete file of dental journals 
of any institution in the world. We have 
several dental society subscriptions includ- 
ing three from Santiago, Chile. The Jour- 
nal is on file in the A. D. A. Library, The 
Dental Index Bureau, the John Crerar Li- 
brary in Chicago, and the New York Acad- 
emy of Medicine. We have a number of 
subscribers in foreign countries, China, 
Japan, South Africa, Australia, Philippine 
Islands, Uruguay, Cuba, Brazil, Ireland, 
and an exchange with the Fédération Dent- 
aire Internationale. 


In April, 1932, the Journal of Dental 
Research published two full pages on the 
Journal as a means of introducing it to 
the scientific. professions. 


I am personally very desirous that credit 
should be given where credit is due, even if 
it may be embarrassing. Dr, Harold J. 
Leonard, a member of the Editorial Board 
and Chairman of the Committee on Ab- 
stracts, has, through his vision and per- 
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sonal efforts and affiliations in Columbia 
University made so large a contribution to 
the development of the Journal that we are 
deeply indebted to him and to Columbia 
University. The work of assembling the 
titles, distributing them to the Committee 
Members, the translation and abstracting of 
articles in foreign languages is a real ac- 
complishment. 

We have received some valuable assist- 
ance from the University of Michigan, 
School of Dentistry, also. 

Dr. Arthur H. Merritt, who has the re- 
sponsibility of the first editing of the papers 
read at our annual meetings, has contrib- 
uted most valuable assistance. 

Dr. Celia Rich has contributed some ex- 
cellent book reviews, the one of Dr. Kron- 
feld’s book in the January, 1934, issue of 
the Journal being most outstanding. 

The careful work in abstracting of some 
of the Academy members has been in- 
valuable. 

Some one has made the statement that 
“advertisements add nothing to green 
pastures.” The Journal of Periodontology 
is entirely free from commercial inter- 
ference or domination, since it carries no 
advertisements. The publication of the 
Journal by the Academy is made possible 
by its members doing without remunera- 
tion much of the work required in its pub- 
lication. It is a commendable effort and this 
organization is to be congratulated for sup- 
porting so noteworthy an ideal in dental 
journalism. 


New Principles in the Organization of the IXth International Dental 
Congress, Vienna, August 2-8, 1936 


The numerous scientific discoveries and 
technical innovations of the last decades, 
have made dentistry such a comprehensive 
science, that it has become impossible to 
do justice to all the matter contained there- 
in, with the usual weekly program of an 
international meeting. 

At the previous international meetings of 
the F.D.I., 15 sections have been transact- 
ing simultaneously in order to master the 
ever increasing subject, and therefore it 
was impossible to fix the time when a paper 
was to be read. As a matter of course a 


member had often to miss many a commu- 
nication, be it, on account that it coincided 
with an other or that it was impossible to 
make out of the day’s program when ap- 
proximately a certain paper may be read. 


We have attempted to revise the organ- 
ization of the [Xth International Dental 
Congress in 1936 in order to make it pos- 
sible for every visitor to obtain first-hand 
information by competent authorities, of 
the most recent progress in all branches of 
the dental science and to enable him to 
be present at practical demonstrations. 
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The Congress will devote half of the 
time (viz. all the mornings during the week 
of the meeting) to the reading of the re- 
ports and the following discussions. Only 
three sections out of fifteen will transact 
at the same time in three different, appro- 
priate rooms, and we have been careful to 
choose rather different branches of dentistry 
to be dealt with on the same day. (Cf. Con- 
gress Rules art. 11.) For the reading of 
these reports the Organization Committee 
has invited the most eminent clinicians and 
essayists for each particular branch of 
dentistry. The subjects of the reports, 
which are to deal with all problems of den- 
tistry, have been selected by the Viennese 
Organization Committee in accordance 
with the Executive-Committee of the 
Fédération Dentaire Internationale. 

These reports will be published before 
the meeting, thus enabling the visitor to 
get acquainted with the subject and facili- 
tate the understanding of the discussion. 
(Congress Rules art. 12.) Therefore the 
reporters need not to read their paper in 
extenso, but will present a summary of it, 
show eventual illustrations and bring an 
abstract in the other languages of the Con- 
gress. In order to hear the opinions of dif- 
ferent authoritative scientists on a certain 
topic, the Organization Committee will 
nominate two official debaters for every 
report. An open discussion may follow. 
(For the time allowed cf. Congress Rules 
art. 12.) 

Thus the mornings of the Congress- 
week should be devoted to the reading of 
the reports before an audience, according 
to the program compiled by the Office of 
the Congress. In the afternoons the den- 
tists of all countries will have the oppor- 
tunity to display before an international 
audience, scientific or practical matters of 
their own choice. These table clinics are 
not to take place in the great hall before 
a general assembly of hearers more or less 
interested in the matters shown in rapid 
succession, but it will be made possible 
to each demonstrator, to have a group of 
auditors especially interested in his demon- 
stration. On the other hand every visitor 
has the choice to assist at the demonstra- 
tion or the reading of a paper he is actually 
interested in. 

It has been proved by many experiences 


that most of the communications might be 
presented under the form of Table Clinics. 
In a room specially adapted for this pur- 
pose, the demonstrator will show his clinic 
to an attentive group of auditors. Should 
their number be too great, it will be pos- 
sible for them to assist at a second or third 
repetition of this demonstration. The en- 
tire afternoon will be devoted to each 
demonstration and only demonstrations of 
the three sections, which have been trans- 
acting in the morning, will be admitted on 
each day. In case that a demonstration is 
quite on the line with the report read in 
the morning, the demonstrator may give 
a short summary of his subject, in the 
limit of the time allowed (5 min.) and 
draw the attention to his clinic in the after- 
noon. 

For the essayists who don’t think they 
could alter their communication and bring 
it in the form of a demonstration, a special 
room with all the equipment they will re- 
quire, will be kept at their disposal, and 
20 minutes plus a short time for an even- 
tual discussion, will be granted to them for 
the reading of a paper, dealing with a sub- 
ject out of the program of the day. 

The visitor to our Congress in 1936 will 
thus be in a position to assist at one third 
of all the reports presented, whereas on 
the former meetings one fifteenth of all the 
papers read, was the best he could do. It 
will be made easy to follow in a far better 
way then at the previous meetings the very 
noteworthy suggestions out of the field of 
dental therapeutics, surgery, prosthesis and 
orthodontics. 

These new principles in the organization 
involve also a certain limit as to the number 
of topics presented, as there will be only 
a single day devoted to each section, and 
not the entire week as was the case before. 

To succeed in our attempt to organize 
the [Xth International Dental Congress of 
the F.D.I. on a new basis, we need the sup- 
port of all the National Committees and 
the active cooperation of every member of 
the F.D.I. as well as the valuable assistance 
of essayists and visitors. 

COMMITTEE OF ORGANIZATION OF 
THE [Xth INTERNATIONAL DEN- 
TAL CONGRESS OF THE F.D.I 
VIENNA, 1936. 
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(Welcome to CNew Orleans 


OUR President and Officers appreciate this opportunity of extending 

Greetings to all members through the medium of “The Journal.” These 

Greetings include our sincere and cordial invitation to attend the forth- 
coming annual meeting of the Academy in New Orleans, October thirty-first, 
November first, and second. We extend to all members of the American Dental 
Association this similar cordial invitation to attend our sessions. 


§ New Orleans holds an unique place among the great metropolitan centers of the 
western hemisphere. No traveler may count his education complete until he has 
seen New Orleans. It is a city teeming with rare romance and a touch of European 
Medievalism found in no other place in America. The last meeting of the Academy 
held in New Orleans in 1919 left treasured memories to those in attendance. 


§ You have reposed confidence in your southern members by electing them to 
high offices. It is their intent and purpose to make this a Southern meeting, not 
only from a scientific and pleasurable viewpoint, but to create a new and sus- 
tained interest in periodontology in the South and Southwest. Your committees 
have arranged an interesting program, of prominent essayists and clinicians in this 
field and related sciences. It will prove interesting to the periodontist, also to the 
general practitioner. Its arrangement and content should stimulate a greater 
interest in the health of the supporting structures of the teeth and their relation 
to oral and general health. 


§The first Academy was founded in a suburb of Athens by Plato and was a 
pleasure-ground and a school. The traditions of Plato still prevail and will be 
exemplified in New Orleans. We sincerely hope you will avail yourself of this 
opportunity and cordial invitation to attend the Academy Meeting in New 
Orleans. 


Very cordially and sincerely yours, 


W. H. SCHERER, 
President. 


Page 57 

} 
see 

i 


Page 58 THE JOURNAL OF PERIODONTOLOGY 


The Toothbrush 

An editorial in the Minneapolis District Dental Journal mentions an incident in the 
office of a dentist to which a child replied to the question: “Why have you not used your 
brush?” “Because I had no toothpaste!” Undoubtedly there are many children, and per- 
haps grown-ups, in the United States who believe that it is the application of the tooth- 
paste or toothpowder which is all important, and that the brush is merely the instrument 
to apply it. How can one wonder at the attitude when the radio proclaims hourly: “Use 
this powder twice a day,” “Use this paste twice a day,” and so on. This type of advertise- 
ment will undoubtedly increase the number of believers in powders and pastes as the 
hygienic agents. There is plenty of educational work to be done in instructing the public, 


that even if no powder is present, the brush should be used... . 
Extract from Contact Point, Issue No. 120 


In Memoriam 


J. W. JUNGMAN, D.D. §S. 
1867-1934 

His is the first appropriate opportunity to record the passing of one of our charter 

members and member of the original Organization Committee of the American 
Academy of Periodontology. It was in Dr. Jungman’s office in Cleveland that this 
Committee met for the first time, in February, 1914. His enthusiasm for the new 
organization and his devotion to it in the early years of its development will never be 
forgotten by those who were associated with him in this endeavor. 
§ Dr. Jungman was an enthusiastic periodontist but because of his retiring nature seldom 
spoke in public. His excellent work as a clinician was appreciated by a large practice of 
devoted patients and a host of friends. His loyalty to periodontia covered a period of 
approximately thirty years and it was the greatest satisfaction to him that this phase of 
dental practice was manifesting a healthy growth. 
§ The members of the Academy have felt keenly the loss of this genial friend and co- 
worker, but will make an even greater effort to carry on in his memory. 


DR. JOSEPHINE D. PFEIFER 
1859-1934 

Ews of the death in Peoria of Dr. Josephine D. Pfeifer was received with deep regret. 

She had practiced dentistry in Chicago for a long period and was well known toa 
large circle of friends. : 
§ She was one of the first women dentists to open an office in Chicago. She enrolled as a 
student in the Chicago College of Dental Surgery and while a student there made an 
enviable record and was graduated at the head of her class in 1892. After graduation, the 
doctor opened her own office, and thenceforth, for a period of over forty years, she 
continued in active practice. Following a nervous breakdown in 1932, she retired from 
professional activities, and for nearly two years, up to the time of her death, she was under 
the care of a physician at Peoria. 
§ In addition to her interests in affairs connected with her professional work, she was for 
many years a member of the Chicago Dental Society, the Illinois State Dental Society, the 
American Dental Association, the Cordon Club, the League of Professional and Business 
Women, and the Women’s Athletic Club. She was one of the founders and charter 
members of the Chicago Women’s Dental Club, serving as its first president in 1921 and 
1922. 
§ Dr. Pfeifer was an active member of the Academy up to the time of her last illness and 
was a regular attendant at the annual meetings. 
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Highlights of Next Annual Meeting 


Among the essayists expected to appear before the twenty-second annual 
meeting of the American Academy of Periodontology, October 31st and Novem- 
ber 1st and 2nd, 1935, are the following: 


W. H. Perkins, M. D., Professor of Preventive Medicine, Tulane University, 
New Orleans. 


“T he Essential Principles of Hygiene” 


Dr. Boyp GaRDNER, Mayo Clinic, Rochester, Minn. 
“Some Important Facts Concerning Bone Changes” 


Dr. ARTHUR H. Merritt, New York City. 
“Gingivitis” 
Dr. I. HinscHFELD, New York City. 


“Conservative Treatment of Periodontal Lesions” 


Dr. Cart W. Horrer, Nashville, Tenn. 
“Surgical Treatment of Advanced Periodontal Lesions” 


Dr. HerMaN Becks, University of California, San Francisco, California. 
“The Osteodystrophic Type of Paradentosis” 


Clinics of especial interest to periodontists will be presented also. 


The annual Banquet will be held at the New Orleans Country Club, Saturday 
evening, November second. 


The Academy of Periodontology programs are outstanding in quality and of 
scientific as well as practical value. All members of the American Dental Associa- 
tion are cordially invited to attend the Annual Meeting of this organization. 
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HE Journal of Periodontology 

is lovingly dedicated to the 
memory of Doctor Gillette Hayden. 
Her selfless devotion and untiring 
efforts in behalf of periodontia and 
the American Academy of Periodon- 
tology, have served as an inspiration 


to her close associates which can only 
be consummated by carrying onward 


the work for which she spent her life. 
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